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The Results of 500 Cases of Wertheim’s Operation for 
Carcinoma of the Cervix 


BY 


Victor Bonney, M.S.,-M.D., B.Sc. (Lond.), F.R.C.S. (Eng.), 
F.R.A.C.S. 


THIRTY-FOUR years have elapsed since I first performed Wer- 
theim’s operation for carcinoma of the cervix, and during that 
period I have, from time to time, published my results. On 
April 15th, 1936, I did the operation for the 500th time, and 
that number of cases is now available for review, on the basis 
of 5 years’ freedom from recurrence. Of this series the 415th 
was performed on April 15th, 1931. Four hundred and fifteen 
are, therefore, able to be reviewed on the basis of Io years’ 
freedom from recurrence or, in other words, absolute cure. 
This paper then is the last chapter of a long and exacting 


story. 


The Patients. 


The series comprises all the patients on whom I have per- 
formed the operation for carcinoma of the cervix over the 
period stated. I have also carried it out in certain exceptional 
instances for carcinoma corporis, and also for cervical sarcoma, 
but these cases are not included; neither are those patients on 
whom simple total hysterectomy was performed under the 
mistake that carcinoma was absent in the cervix. 

The women were drawn from all classes, the larger number 
of them being operated on in the various hospitals with which 
I have been, or still am, connected, and the remainder in 
private nursing homes or in their own houses. 
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The task of keeping in touch with them for so long a time 
has been mine, because it was not for many years after I began 
to do the operation that ‘‘ follow-up ’’ departments were started 
at my hospitals. It has been a work of much labour, and I 
presently found out that the possession of a patient’s name and 
address was quite insufficient: it was necessary to have also 
the names and addresses of several relatives or close friends, 
and that of her doctor as well. 

Taking into consideration the difficulties I have had to 
contend with, and particularly the widespread migration that 
the present war has occasioned, it is gratifying to me that only 
14 have been lost sight of within 5 years of their operations, 
though the number is doubled in the 10-year series. 


Classification and Operability. 


From the beginning I have divided my cases into two 
groups, according to whether the regional glands removed at 
the operation were, or were not, carcinomatous. This is a 
classification founded on fact, whereas the modern radiological 
classification into four stages is founded on unverifiable sup- 
position, and is often contrary to the state actually existent. I 
have in the past, on many occasions, pointed out that a fixed re- 
lation does not exist between the extent of the primary growth 
and the condition of the regional glands. Speaking generally, the 
primary growths in my gland-free group were, on the average, 
less advanced than those in my gland-involved group, but great 
local advancement, even to irremovability, quite frequently 
co-exists with uninvolved glands and conversely, though more 
rarely, glandular involvement co-exists with a small growth 
entirely limited to the cervix. Such account for those disap- 
pointments well-known to radiologists, where radiation fails 
to cure a patient, the smallness of whose cervical growth held 
out a prospect of almost certain success. 

It is not within the province of this paper to discuss the 
technique of the operation, which I have described elsewhere: it 
suffices to say that I remove all, or nearly all the vagina, together 
with the uterus, appendages, iliac and obturator glands, and as 
much of the para-uterine, para-cervical, and para-vaginal tissue 
as I can get away. This extirpation I have applied to all cases in 
which it was possible to complete the operation, and indeed 
have often opened the abdomen and been compelled to desist, 
by reason of deep infiltration of the bladder or bilateral involve- 
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ment of the ureters. Involvement of one ureter can be overcome 
by grafting, if on other counts the growth is removable. 

It follows, therefore, that my gland-free group includes a 
large percentage of cases which radiologically would be classi- 
fied as stage 3 or “‘inoperable’’ while my _ gland-involved 
group would exhibit a still higher figure. 

In New York in 1935, to prove my many-times repeated 
statement that a large proportion of stage 3 cases were operable, 
my good friend Gray-Ward asked me to operate on two such 
patients in the Women’s Hospital, and I completed both opera- 
tions. One of the patients had carcinomatous glands and died 
of recurrence 3 years later, but the other, who was gland-free, 
is alive and well to-day. There are, of course, other conditions 
besides great extent of the growth which bar operation even 
when the growth (as it often is in these cases) is quite early; 
most notably grave disease of the heart, lungs or kidney, severe 
diabetes. and gross adiposity. I have had my share of these 
and since radium therapy was first established they have all 
been treated by radiation, some with good success. 


Radiation: Before and After. 


In a few of my early cases radium had been previously used 
to make a very advanced growth “‘operable.’’ All these cases 
either died of the operation or soon afterwards of recurrence, 
and I am of opinion that they would have had a better chance 
if radium had not been used. Radiation has only been em- 
ployed after the operation with my assent to cases in which, 
when the operation was practically complete, I found a gland 
or mass of carcinomatous cellular tissue so adherent to the great 
vessels that it was impossible to get it away. Though in all 
these cases there was a definite target on which to direct the 
X-rays not one was saved. In a very few instances cases in 
which I should never have ordered it were given X-rays by 
mistake, and without my knowledge. I have never employed 
radium beforehand to clean up and lessen the growth. I am 
not averse to it but to have introduced the practice so late in 
my series of cases would have spoiled their homogeneity. 


Age of Patients and Type of Growth. 


The bulk of the patients were between 35 and 60 years of 
age, but there were 30 between 60 and 70, 6 over 70, 34 between 
35 and 30, and 10 under 30. In only 17 cases was the growth 
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a pure columnar-celled adeno-carcinoma; the rest were squa- 
mous-celled, though a tendency to columnar formation was 
observed in certain of these. In one case the cervical growth 
was squamous-celled but the secondary deposits in the removed 
glands purely columnar. 


FIVE YEARS’ FREEDOM FROM RECURRENCE. 


In these and all subsequent figures I omit decimals for the 
sake of greater clarity, and if anyone objects that mathematical 
rigour is thereby contravened I would reply that on a subject 
like this, a thesis which requires decimals to support it is not 
worth supporting. 


ALL CasEs.’ 
Well. is years;after operation. OE 
Recurrence before 5 years 
Lost sight of before yeats: 14 
Died of other disease before 5 years ... 22 


Relative 5-year Cure-rate. 


Relative to the whole 500 cases the 5-year cure-rate is 40 
per cent. If the 30 cases lost sight of and died of other disease 
be deducted, as I am of opinion they should be, the rate is 43 
per cent. I have always given both calculations. 


Recurrences. 


These have been reckoned from the time when the recur- 
rence was first noted and not the date on which the patient 
died of it. Relative to the whole 500 cases the recurrence-rate 
is 38 per cent, or if the cases lost sight of and died of other 
disease be deducted, 41 per cent. About 65 per cent of all 
these recurrences occurred within 2 years of the operation. The 
recurrences after 5 years are dealt with under the ro-year results. 
The positions in which secondary growth manifested itself are 
as follows: In the lower pelvis including the bladder, track of 
the vagina and rectum, 49 times; in the upper pelvis, chiefly 
in the lateral cellular tissue and in the bone, 94 times; in the 
abdomen, chiefly behind the posterior peritoneum and in the 
spine, 36 times; in the lung, ro times; and once-each in the 
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mediastinum, the brain, the skin, and the neck glands, the last 
two being cases of pure adeno-carcinoma. 

Many of the recurrences have been treated by radiation, 
but uniformly without success. On a few occasions I excised 
a secondary growth at the vaginal orifice, but always uselessly. 
The only occasion on which I have saved a patient by further 
operation was a case in which, on account of her youth, I con- 
served one ovary. A mass of secondary growth rapidly 
formed in it which I removed together with the ovary and she 
was well 10 years afterwards! Recurrence after Wertheim’s 
operation is, therefore, to be looked upon as practically incur- 
able by any means at present known to us, and except as a 
placebo it is a wastage of effort and apparatus to treat it by 
radiation. 


Cases Lost Sight of. 


Most of these 14 patients disappeared within two years of 
their operation. Every effort was made to trace them but with- 
out success. In certain instances it appeared that the patient 
herself objected to enquiries being made. 


Cases Died of Other Disease. 


These are as follows: 

Two died after operations for hernia, one of which was a 
scar-hernia following my operation, and this death is, therefore, 
attributable to it. 

Two died after operations for the cure of vesical fistula 
sequent on their Wertheim’s operations. Both these deaths 
are, therefore, attributable to the Wertheim operations. 

One died of renal failure a year after nephrectomy carried 
out for the cure of a ureteric fistula sequent on the Wertheim 
operation, which thus indirectly contributed to the death. 

Two died of suppurative pyelo-nephritis 3 and 4 years res- 
pectively after their operations. There was no evidence how- 
ever that the condition of the kidneys was attributable to the 
operation in either case. 

One died of Bright’s disease. 

Two died by suicide. Both patients were mentally unstable 
when they were operated on. 

One died of a fatty heart. 

Two died of coronary thrombosis. 

One died of cerebral haemorrhage. 

One died of pulmonary tuberculosis. 
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Three died after short illnesses from causes unknown, but in 
all of them it appears certain that recurrent carcinoma was not 
the cause. 

One died as the result of an accident. 

Three died of new primary carcinomas of the breast, the 
colon and the oesophagus respectively. It is certain that these 
growths were primary and not recurrences. It is further to 
be noted that several of the patients prior to their operation 
had already been operated on for carcinoma of the breast, one 
had carcinoma of the breast (treated by radium) simultaneously 
with carcinoma of the cervix, and besides the carcinoma of the 
colon mentioned above another patient developed a new primary 
carcinoma in that situation (verified by operation) between 5 
and 10 years after her Wertheim operation. The number of 
these cases of double growths seems to me to go beyond mere 
chance and to suggest that some individuals have a personal 
tendency to cancer. 


Deaths by Operation. 


For the whole 500 cases the operative death-rate is 14 per 
cent. The 70 deaths comprise all who failed to leave the place 
where they were operated upon, alive. Most of the deaths 
occurred within a few hours or days of the operation, others 
lived one or two weeks, and a few, many weeks. The causes 
of death are as follows: 


Haemorrhagic shock : 6 
Toxic shock 13 
Sepsis 4 
Pyelo-nephritis 4 
Secondary haemorrhage 5 
Paralytic ileus 5 
Peritonitis 2 
Pulmonary embolism 3 
Thrombosis of femoral artery I 
Suppression of urine I 
Haematemesis I 
Anaesthetic I 


° 


The deaths occurring in each separate 100 operations are as 
follows : 
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20 deaths in the first 100 operations. 

13 deaths in the second 100 operations. 
15 deaths in the third 100 operations. 

9 deaths in the fourth 100 operations. 
13 deaths in the fifth 100 operations. 


Beyond the fluctuations ascribable to the varying luck of 
the operator the figures show a marked diminution in the 
number of operative deaths as the series proceeds. This is to be 
attributed partly to increased operative skill and partly to the 
introduction of measures against sepsis and shock, most notably 
the use of Violet-green to antisepticize the growth and vagina, 
and spinal anaesthesia and blood-transfusion to combat shock. 


GLAND-FREE AND GLAND-INVOLVED CASES. 


The percentage of patients whose regional glands were found 
to be carcinomatous has varied with the years from just under 
40 per cent to nearly 43 percent. There were 200 gland-involved 
cases out of the 500 cases I now present, or 40 per cent, which 
figure may be accepted I think-as the general average. A com- 
parison between the two groups shows how adversely the 
‘average prognosis is affected when the regional glands are 
carcinomatous. 


Gland-free Gland-involved 
Well after 5 years 159 42 
Recurrence before 5 years ae Hass 86 107 
Lost sight of before 5 years... ... 8 6 
Died of other disease before 5 years 17 5 
Died of operation 30 40 
300 200 


Comparison of the Two Groups. 


Relative to the whole 300 cases in the gland-free group the 
5-year cure-rate is 53 per cent, or if cases lost sight of and died 
of other diseases be deducted just on 58 per cent; whereas rela- 
tive to the whole 200 cases in the gland-involved group the 5-year 
cure-rate is only 22 per cent or, with the deductions mentioned 
above, 23 per cent. . 

A similar contrast is exhibited in the operative mortality, 
that of the gland-free group being 10 per cent, and that of the 
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gland-involved group 20 per cent. Of the gland-free group 


there were 15 deaths in the first 100 cases; 7 in the second 100; 
and 5 in the third 100. Of the gland-involved group there were 
22 deaths in the first 100 of the cases, and 18 in the second roo. 

It may be said, therefore, that gland involvement doubles 
the average risk of operative death and more than halves the 
average chance of becoming a 5-year cure. On the other hand it 
is to be remembered that all these patients, left unoperated upon, 
would die of the disease, for the evidence available shows that 
no method of radiation at present known to us cures carcino- 
matous regional glands. I shall return to this point later on. 


TEN YEARS’ FREEDOM FROM RECURRENCE 
ALL CASES. 


Lost sight of before 10 years 28 
Died of other disease before lo years... ar 
415 


Relative 10-year Cure-rate. 


Relative to the whole 415 cases the 10-year cure-rate is 31 per 
cent, or if the 49 cases lost sight of and died of other disease 
be deducted, as in my opinion they certainly should be, very 
nearly 36 per cent. Since recurrence never takes place after 
Io years these 10-year cures are absolute cures. 


Recurrences. 


Relative to the whole 415 cases the recurrence-rate is 42 
per cent, or if the cases lost sight of and died of other disease 
be deducted, 45 per cent. Of the 178 recurrences, 16 took 
place between the 5th and roth years; which accords with my 
statement in previous papers that about ro per cent of all 
recurrences occur after 5 years and before Io years. 


Cases Lost Sight of. 


The number of these is naturally much greater than those 
of the 5-year series, no less than 15 of them having disappeared 
between the 5th and roth year. This proportion is larger than 
it would have been if I had consistently from the first followed- 
up my cases for 10 years. Unfortunately for a good many years 
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after I began to do the operation I only “‘ followed-up’’ for 5 
years, believing this to be sufficient, and by the time I realized 
my mistake I had permanently lost touch with 7 of the patients. 


Cases Died of Other Diseases. 


The number of these relative to the 415 cases in the 10-year 
series is greater than in the 500 cases of the 5-year series, as 
was to be expected, seeing that the average age of the patients 
was somewhat over 50 years, and during the 10 years over which 
they were followed-up a certain proportion of them would 
necessarily die from one cause or another. 

The causes of the deaths are as follows: 

Two died as the result of accidents. One died after an 
operation for vesical fistula. One died of renal failure a year 
after nephrectomy had been performed for a ureteric fistula. 
Two died of primary colic carcinoma (verified by operation). 
Two died of suicide. One died of a primary carcinoma of the 
breast. Two died of coronary thrombosis. One died of cere- 
bral degeneration in an asylum. Two died of cerebral haemor- 
rhage. One died of pneumonia. One died of rheumatoid 
arthritis and toxaemia. One died of pulmonary tuberculosis, 
from which she was suffering when I operated on her. One died 
of pyelitis. Three died of causes unknown, except that it is cer- 
tain there was no recurrence. In all three the illnesses preceding 
the deaths were of very short duration. 


Deaths by Operation. 


For the whole 415 cases the operative death-rate is between 
13 and 14 per cent, that is, slightly less than that of the 500 
cases comprising the 5-year series. This is owing to the fact 
that of the last 100 of the latter series in which the operative 
mortality had risen on that of the roo that preceded it, only 15 
are included in the 4-year series. 


GLAND-FREE AND GLAND-INVOLVED CASES. 


Gland-free Gland-involved 
Well after 10 years 103 28 
Recurrence before 10 years... ... 80 98 
Lost sight of before 10 years... .... 20 8 
Died of other disease before 10 years ... 17 4 


Died of operation 24 33 
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Comparison of the Two Groups. 


Relative to the whole 244 cases in the gland-free group the 
10-year cure-rate is 42 per cent, or if the patients lost sight of and 
dying of other disease be deducted, 49 per cent; whereas relative 
to the whole 171 cases in the gland-involved group the 10-year 
cure-rate is only 16 per cent, or with the deductions mentioned 
above, just on 18 per cent. 

This 10-year cure-rate for gland-involved cases is the lowest 
I have yet recorded, but the numbers are comparatively small, 
and a surgeon’s luck fluctuates. It will be noted that in the 
5-year series there are 42 gland-involved cases and the patients 
have survived the 5-year mark, and of these, 28 are the 10-year 
survivals of the gland-involved group of the 10-year series. If 
the remaining 14 patients observe the general rule that a further 
Io per cent of recurrences are due to them before they reach 
the 10-year mark, 40 gland-involved patients will be alive out of 
the 200 patients now comprising the gland-involved patients of the 
5-year series, but then (in 1946) in a 10-year series. This would 
be a 10-year cure-rate of 20 per cent, or rather over, which would 
correspond pretty closely to the percentage I have- recorded in 
previous communications. This is speculation, but founded on 
sound grounds. 

The operative mortality-rates for the two groups are just 
under Io per cent, and 19 per cent respectively. 


COMPLICATIONS AND SEQUELAE OF THE OPERATION 


Vesical Fistulae. 


Such followed the ennai on 8 occasions. One was 
operatively cured; one closed spontaneously, 4 remained open 
till the patients died of recurrence; and 2 were operated on with 
fatal results. 


Ureteric Fistulae. 

There were 8 such, all caused by sloughing of the ureter 
some days after the operation. Three remained open till the 
patients died of recurrence; 3 closed spontaneously; and 2 were 
cured by grafting the ureter into the bladder. 


Deliberate Division of the Ureter. 


When one ureter is found dilated and so deeply embedded 
in the growth that dissection out of it is fraught with the risk 


430 


A 
te 
| 
. 


RESULTS OF 500 CASES OF WERTHEIM’S OPERATION 


of injury or subsequent necrosis, it is better, without wasting 
stime, to divide it just above where it enters the growth and 
then implant it in the bladder, providing always that on other 
counts the growth is removable. I have done this on 12 
occasions, and of the patients 5 died of the operation, 2 died 
of recurrence, though the grafts held, 2 have become 10-year 
cures, I is a 5-year cure and still alive, and 1 died of coronary 
thrombosis some years later. 


Accidental Division of the Ureter. 


I am fortunate that this accident has only once occurred. 
The case, which was one of very advanced growth, was 
operated on by me in Melbourne, Australia: I immediately 
grafted the ureter into the bladder, but the patient died of 
shock some hours later. 


Rectal Fistulae. 


In very difficult cases I have, on a very few occasions, 
torn into the rectum and had to suture the gap. This is a very 
fatal accident, and all the patients have died, either very soon 
after the operation or within ro days of sepsis, the suturing 
having given way. 


Stump Carcinoma. 


There are 7 cases of stump carcinoma among the 500 
patients in the 5-year series. They are unusually difficult when 
the primary growth is advanced. The results have been very 
good though the number is too small to draw any inference 
from. Three are 10-year cures, 2 are well g and 7 years res- 
pectively after their operations; 1 has died of recurrence and 
I died of the operation. 


ABSOLUTE OPERATIVE ACHIEVEMENT 


The absolute operative achievement-rate is the number of 
patients cured by the operation out of every 100 unselected 
patients presented to the surgeon. In practice this ideal 
can never be entirely realized for almost all the women 
at least see their own medical man before being sent to 
the hospital; but it is sufficiently attained by reckoning all 
patients attending a hospital for the first time as unselected. 
For the first 4 years of our beginning to do the operation 
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Comyns Berkeley and I had complete control of all the 
material sent to our departments, and in that period we saw. 
II2 women with carcinoma of the cervix and we operated 
on 70 of them; an operability-rate of 63 per cent. After 
that time it became impossible, for various reasons, to dis- 
entangle those cases in which the selection was entirely in 
our hands from those in which other persons took part. We, 
therefore, abandoned the task and in all our subsequent com- 
munications on the subject reckoned our operability-rate as 63 
per cent (with the more confidence because our operative practice 
remained unchanged in that both of us set no limit to the 
operation except the impossibility of finishing it), and in all 
the reports of cases personal to myself that I have written since . 
I have continued to reckon my operability-rate as 63 per cent. 

That this is no overestimate is shown by my operability-rate 
for the cases first seen privately by me in my consulting room, 
the number of which I know accurately. Between the years 
1910 and 1929 I saw 140 patients with carcinoma of the cervix 
and of these I operated upon 113; some in hospital, some in 
nursing homes, and a few in their own homes. My operability- 
rate for these private patients was, therefore, 80 per cent. 

The 500 cases comprising the 5-year series may, therefore, 
be regarded as selected from 800 patients first presenting them- 
selves and the 415 cases comprising the 10-year series selected 
from 660 patients. My absolute 5-year operative cure-rate is 
therefore 25 per cent, or deducting cases lost sight of and dying 
of other disease, 26 per cent. Similarly my absolute operative 
10-year cure-rate is 20 per cent, or deducting cases lost sight of 
and died of other disease, 21 per cent. 


TOTAL SAVING OF LIFE 


I have pointed out in previous papers that if the results 
of the surgeon and radiologist are to be compared the only 
accurate method is to contrast those of the surgeon, who 
operates on some of his cases and (with the exception of about 
7 per cent, too advanced for any treatment) radiates the re- 
mainder, with those of the radiologist who (with the same 
exception) radiates all his cases; i.e., the total saving of life 
that the principle of treatment followed by each achieves. The 
total saving of life out of every I00 patients that have presented 
themselves to me is consequently greater than that expressed 
by my absolute operative cure-rates as given above, because 
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besides the 63 patients operated upon out of every 100 seen, 
a residue of 37 per cent remained. Of these, in 7 per cent the 
disease was too advanced for any treatment, but the remain- 
ing 30 per cent were treated by radiation. A large proportion 
of the patients of this percentage had very advanced growths, 
but in the rest it was comparatively early or even very early, 
operative removal being barred on account of age, feebleness, 
gross obesity or grave co-existent disease. A proportion of the 
patients of this 30 per cent, say 5 or 6 out of every 30, were, 
therefore, cured by radiation, and these cures must be added 
to my absolute operative cure-rates, making the total salvage 
of life 30 or 31 per cent on the 5-year basis, and 24 or 25 per 
cent on the 10-year basis. 


THE OPERATION IN THE FUTURE 


My 5-year relative cure-rate has varied very little with the 
years. Without deducting patients lost sight of and dying of 
other disease its lowest figure has been just under 39 per cent 
and its highest just over 40 per cent: while deducting these cases 
it has fluctuated between 41 per cent and 43 per cent. Seeing 
that my operative technique has remained practically un- 
altered and my selection of cases has never varied, there is no 
reason why the results should substantially change except for 
the lessened operative mortality. Since, however, this affects 
chiefly the patients with advanced growth the effect is small, for 
the gain is offset by an increased number of recurrences. In 
short the results of the operation in my hands remain fixed. 

The results of radiation, on the other hand, have steadily 
improved, and at the present time the best of them appear 
equal to the best results of the surgeon reckoned in the way 
described in the last section, and they may improve still 

further. 

Treatment by radiation has three main advantages over 
surgery : firstly, the immediate mortality is very small: secondly, 
it does not incapacitate the patient for nearly so long as an 
operation; and thirdly, it does not necessarily render her unfit 
for sexual relations. Further there are certain cases which 
radium may cure but surgery cannot, namely, those in which 
the growth, elsewhere removable, has got a firm hold on the 
bladder over a limited area. 

Treatment by operation has three advantages over radium. 
Firstly, it is much easier to conceal from the patient the nature 
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of the disease from which she is suffering: a great mercy; 
secondly, because the surgeon has at the operation shot all his 
bolts, and recurrence, if it comes, is incurable, subsequent visits 
to him are unnecessary, and indeed undesirable as tending to 
awake suspicion: and thirdly, that it cures a proportion of those 
patients in whom, by the time they present themselves, the 
regional glands are already carcinomatous, which radiation 
cannot do. 

The latter part of the last statement has been disputed on the 
ground that among the whole percentage that radiation cures, 
there must be some patients who already have carcinomatous 
glands. But the glands are only involved in 40 out of every 
100 cases, leaving 60 with merely local growth which radiation 
may cure, so that until radiology can achieve a cure-rate of 60 
per cent (a figure never yet approached) the claim on this 
ground fails altogether. This is negative evidence, but there is 
strong positive evidence against it also. I have on many 
occasions, at the close of the operation, discovered an infiltrated 
gland or mass of infiltrated cellular tissue so adherent to the 
great vessels as to be irremovable. All these patients were 
treated by X-rays but in spite of a definite target to aim at not 
one was saved. 

Many years ago I pointed out that the curative scopes of 
surgery and radiation respectively were numerically very nearly 
equal; the operative scope being limited by the surgeon’s 
operability-rate, which at its highest is but little over 60 per 
cent, and the radiological scope by the proportion of gland- 
free cases, which is 60 per cent. Both methods of treatment, 
therefore, have their limits of usefulness, the only difference 
being that the surgeon has visual and tactile evidence of his 
limit; while the radiologist, ignorant of whether the regional 
glands are or are not involved, out of every 100 of his patients 
radiates 93 of whom 37 when they first came’ to him were, 
by reason of carcinomatous glands, outside the scope of. his 
treatment. 

Some patients offered the choice between radiation and 
operation ask to be operated on, and there are some cases re- 
fractory to radiation. 

The choice between surgery and radiation depends primarily 
on whether first-class skill in both is available. The difficulty 
of the operation has often been urged against it, and I would 
say that on the average it is the most difficult of all the regular 
operations of surgery, but there is nothing in it beyond the 
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powers of those who have a natural aptitude for operating (and 
there be many such) if they will take the trouble to learn the 
technique. This, indeed, is the most arduous part, for since 
many of the manipulations often have to be carried out by 
sense of touch, it is necessary to learn how to feel, which is 
far less easy than learning how to see. No surgeon should 
undertake the operation, except of sheer necessity, unless he 
has served an apprenticeship in it. The skill, however, which. 
comes by experience counts also in radiology, the results of 
which are very much better in the hands of experts than in 
those of beginners. 

But besides all else that I have said in this paper, and apart 
from the number of lives that the operation has rescued from a fell 
disease, there is another reason why it is to be hoped that the 
skill required to do it will not be allowed to die out; namely 
the benefit that it has exercised on gynaecological surgery in 
general. A surgeon who is conversant with its performance, 
as compared with one who is not, stands on a different plane, 
for not only does he possess a fullness of knowledge of the 
anatomy of the female pelvis not otherwise acquirable, but the 
very magnitude of his successful achievement has given him a 
widened confidence in the power and possibilities of the opera- 
tive art, and made him the better practitioner of it. 


A Case of Hydatidiform Degeneration of the Placenta in 
a Pregnancy of 29 Weeks’ Duration associated 
with a Normal Foetus 


BY 
H. H. Fouracre Barns, M.B., B.S. (Lond.), F.R.C.S. (Eng.) 


Obstetric and Gynaecological Registrar; Assistant in the 
Obstetric Unit at University College Hospital 


THIS case is reported because it is rare to find hydatidiform 
degeneration of the placenta associated with a normal foetus 
in the later weeks of pregnancy. Teacher’ states that con- 
siderable degrees of hydatidiform degeneration of the placenta 
may be associated with a well-formed foetus, and describes a 
specimen in the Hunterian Museum of a pregnant uterus with 
a normal foetus of about 6 months’ size and a placenta which 
was unusually large, with hydatidiform degeneration. Winter* 
has recorded the birth of a 29 weeks live infant, the placenta 
of which showed well-marked hydatidiform degeneration. Two 
cases have been reported by Allen® in which the duration of 
pregnancy was 28 and 33 weeks respectively. In each of these 
2 cases the foetus had generalized oedema. 

Cases of twin pregnancies in which one of the twins 
is represented by a hydatidiform mole in the later weeks of 
pregnancy are less rare and such cases have been reported by 
Stacey,* Favreau and Bélanger,* Strauch® and others. 


CASE REPORT 


The patient, a.primigravida of 32 years, first presented her- 
self at the antenatal department on January 13th, 1940. She 
was then just under 17 weeks pregnant, her last menstrual 
period being from September 18th to September 22nd, 1939. 
There had not been any bleeding or blood-stained discharge 
since that date. There was not any history of a previous 
serious illness. She had never suffered from any kidney lesion 
as far as she knew, nor had she had scarlet fever or attacks of | 
sore throat. 

On examination the patient was found to be of healthy 
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Showing foetus and maternal surface of the placenta. 
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Showing foetus and foetal surface of the placenta. 
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Fic. 4. 
Close up of the placenta showing the hydatidiform cysts. 


> 
Fic. 3. 
Hydatidiform cysts on the maternal aspect of the placenta. 
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Section x 3. 


Amniotic membrane and chorionic plate to the left. 
Villi seen in varying degrees of degeneration. 


Fic. 6. 
Section x 7. 
Showing hydatidiform cyst in collapsed condition produced 
during preparation of section. 
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Fie. 7. 
Section xX 25. 
Area of epithelial proliferation on the collapsed hydatidiform 
cyst shown in Fig. 6. 


Fic. 8. 
Section xX 500. 


High power view of area shown in Fig. 7. 
Cellular elements derived from Langhan’s laver of trophoblast. 
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Section X 25. 
Area of epithelial proliferation on the collapsed hydatidiform 
cyst shown in Fig. 6. 


Section xX 500. 
High power view of area shown in Fig. 7. 
Cellular elements derived from Langhan’s laver of trophoblast. 
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FIG. 
Section X 125. 
Epithelial proliferation of the darker staining syncytial laver of 
the trophoblast. 


Fic. 10. 
Section xX 30. 
Some degenerate villi showing little or no epithelial proliferation, 
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Fic. 11. 
Section X 95. 


Normal villi with blood vessels shown by the side of a 
larger degenerate villus. 
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appearance and of slight build. The blood-pressure was 
120/80 mm. Hg and her urine was normal. The uterus was 
enlarged to the size of a 24 weeks’ pregnancy, the fundus being 
just above the umbilicus, which was normal in position. No 
other abnormality was found on pelvic or general examination. 
The patient next attended on February 8th, 1940, when the 
uterus was found to be the size of a 28 weeks’ pregnancy, 
although, according to her dates, she was only just over 20 
weeks pregnant. Her blood-pressure was then 150/70 mm. Hg 
but the urine was normal.” At her next attendance on February 
2oth, the uterus was still 8 or 9 weeks larger than it should have 
been, the duration of pregnancy now being 23 weeks. Her 
blood-pressure was now 150/90 mm. Hg and albumin was 
present in a catheter specimen of her urine. There was not 
any evidence of oedema. The foetal parts could not be felt, 
nor could any foetal heart be heard at that time. It was thought 
that she might have a multiple pregnancy with early pre- 
eclamptic toxaemia. An X-ray was taken and showed a single 
foetus with an enlarged uterus probably due to hydramnios. 
This X-ray was rather a poor one and it was thought that the 
early hydramnios might be explained by the presence of uni- 
ovular twins, one of the twins having died and become a foetus 
papyraceous which could not be seen in this X-ray. 

She was admitted to hospital on March 7th, 1940, when she 
was 24 weeks pregnant, for investigation. The following in- 
vestigations were performed :— 

(1) Urine examination (catheter specimen)—albumin—a 
trace. Few pus and red blood corpuscles. Many granular 
casts. No growth on culture. 

(2). Urea concentration test—showed concentration of urea 
up to 2.8 per cent. 

(3) Blood-urea—32 mgms./100 c.c. urine. 

The blood-pressure, while she was in hospital, varied between 
130/70 and 150/100 mm. Hg. An X-ray taken on March 8th 
showed a single foetus and hydramnios (illustrations A and B). 

‘For the first time the foetal parts were palpable and the foetal 
heart heard. The abdomen was very tense and the fundus 
of the uterus reached to the level of the xiphisternum. The 
diagnosis now was toxaemia and hydramnios although it was 
not clear why both conditions should have appeared so early 
in the pregnancy as the 2oth week. She was treated by diet 
and rest. The albumin disappeared from the urine and her 
blood-pressure fell to 130/70 mm. Hg. She was reluctant to 
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stay in hospital and being a midwife it was thought that she 
might continue her treatment at home and attend the ante- 
natal clinic as an out-patient. She was discharged on March 
23rd after a stay of 15 days in hospital. 

She next attended the antenatal clinic on April 4th when she 
Was just over 28 weeks pregnant. Her condition was definitely 
worse. Her blood-pressure at that time was 166/110 mm. Hg; 
an ordinary specimen of urine contained a lot of albumin and 
she had some slight oedema of the ankles. Re-admission was 
therefore advised. 

Before being sent for, however, she came to the hospital by 
ambulance at Io a.m. on April 6th because she had had some 
bleeding per vaginam while defaecating that morning. She 
had not experienced any pain except for some slight backache 
the previous night which had not interfered with her sleep. 
She was now 29 weeks pregnant. Her condition on admission 
was rather poor, her pulse-rate was 124/ min. and temperature 
96°F. She was losing only slightly per vaginam. The uterus 
was still larger than normal for the duration of pregnancy but 
-her abdomen was less tense than it had been when last seen 
in the antenatal clinic. The foetus was difficult to palpate, 
but a vertex presentation could be made out with the head 
above the pelvic brim. It was difficult to be sure but we thought 
that we could hear the foetal heart. She was given morphia 
and her blood grouped. Shortly after she was taken to the 
theatre for examination per vaginam under anaesthesia. The 
placenta was felt completely covering the slightly dilated 
internal os which admitted one finger easily. She bled very 
freely during this examination. A blood transfusion was started 
and a classical Caesarean section then performed. The placenta 
was exposed after incising the uterus. This was incised and a 
large quantity of liquor amnii escaped. The foetus, which was 
dead, was quickly delivered. The placenta, which was un- 
usually large, occupied the whole of the lower uterine segment 
and extended up on the anterior wall of the upper uterine seg- 
ment where it was incised. A little difficulty was experienced 
in separating the placenta from the lower uterine segment on © 
the right side, where a rather ragged internal uterine surface 
was left. No obvious placental tissue was left here however. 
It was observed that both ovaries were enlarged and contained 
lutein cysts. They measured roughly 3} inches by 2} inches 
by 2 inches. Closure of the uterine and abdominal walls was 
effected in the usual way. 
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The convalescence of -the patient was uneventful. Fried- 
. man tests were performed on the 2nd, oth and 16th days of 
the puerperium. On the 2nd day the test was positive. On 
the gth and 16th days the test was negative in 1/10 dilution. 
The test with undiluted urine was not performed on these two 
occasions owing to a misunderstanding. The Wassermann 
reaction was negative. Urea concentration test and blood-urea 
were both normal. The catheter specimen of urine contained 
a few red blood corpuscles, an occasional pus cell and a trace 
of albumin. No growth was obtained on culture. A vaginal 
examination 16 days after delivery showed the uterus to be 
of normal size for the duration of the puerperium but an en- 
larged ovary could not be felt on either side. Her blood- 
pressure during convalescence remained between 130/80 and 
120/70 mm.’ Hg. Blood counts showed a steady fall in the 
number of red blood corpuscles and percentage of haemoglobin 
during the first three davs of the puerperium and thereafter a 
gradual rise. She was discharged on April 27th, 21 days after 
delivery. Her urine still contained a trace of albumin at that 
time and her blood-pressure was 120/72 mm. Hg. 

The patient was next seen on May 4th in the out- -patient 
department. It was then 28 days since delivery. Her urine 
contained a trace of albumin, otherwise she was very well. A 
Friedman test on this date was negative with undiluted urine. 
She has been seen at regular intervals since that time. The 
albuminuria had completely disappeared 8 weeks after delivery. 
The Friedman tests with undiluted urine remain negative. 
Normal menstruation recommenced on June 25th, 11} weeks 
after delivery. When last seen she was very well and gaining 
in weight. 


THE SPECIMEN 


The specimen consists of the foetus, cord, membranes and 
placenta. The foetus, a female, appears to be normal with no 
signs of maceration. (Illustration 1.) It weighs 920 grams 
(2 pounds I ounce) and is 14 inches long. It is probable that 
death occurred during the vaginal examination when a con- 
siderable amount of bleeding occurred. The cord and mem- 
branes appear normal. The umbilical cord enters at approxi- 
mately the centre of the placenta and the umbilical vessels 
divide and spread out under the amniotic surface to be 
distributed to the whole placenta. (Illustration 2.) The placenta, 
which is unusually large for the period of gestation, weighs 
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g00 grams (2 pounds) and is about 8 inches in diameter. The 
weight-ratio of placenta to foetus is, therefore, approximately 
1:1. In Winter’s case the foetus weighed 1360 grams and 
the placenta 1900 grams. The weight-ratio of placenta to 
foetus in his case is, therefore, greater and is approximately 
7:5. The cotyledons of the placenta are separated by wide 
gaps with. areas of smooth membrane intervening. This 
separation is probably due in part to the handling it received 
during removal, but cannot be wholly attributed to it since this 
separation was appreciated on vaginal examination before 
operation. In the sulci between the cotyledons are situated 
the hydatidiform cysts as they emerge from the lateral aspects 
of the surrounding cotyledons. (Illustrations 3 and 4.) The 
cysts vary in size from a pin’s head to almost } inch in 
diameter. Section of the placenta shows amniotic membrane 
and chorionic plate on one side and numerous villi showing 
varying degrees of degeneration on the other. (Illustrations 5 
and 6.) The section passes through one of the hydatidiform 
cysts which has collapsed during the preparation. On the sur- 
face of this cyst there are areas of epithelial proliferation 
(Illustration 7), which under the higher power appear to be 
composed of cellular elements (Illustration 8) and are, there- 
fore, considered to be derived from Langhans’s layer of the 
chorionic epithelium. In some parts of the section there 
are degenerate villi with proliferation of the darker staining 
syncytial layer. (Illustration 9.) The degree of degeneration 
and of epithelial proliferation varies in different parts of the 
section so that in some areas of the section degenerate villi are 
present with little or no epithelial proliferation (Illustration ro), 
and in some places there are apparently normal villi next to 
enlarged degenerate ones. (Illustration 11.) 


DISCUSSION 


It is well known that hydatidiform degeneration of the 
placenta is often associated with the early appearance of pre- 
eclamptic toxaemia. Because of the early onset of toxaemia 
in this case at about the 20th week, without any evidence of 
a pre-existing renal lesion, it would appear justifiable to assume 
that the degeneration of the placenta occurred early in this 
pregnancy. The abnormal size of the uterus lends support to 
this assumption. This early appearance of the toxaemia and 
the abnormally large uterus should, perhaps, have suggested 
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the diagnosis of hydatidiform mole, but the absence of any 
bleeding per vaginam in the early months of pregnancy was 
strongly against such a diagnosis, and the X-ray showing a 
foetus put such a diagnosis out of the picture. 

One of the striking features of this case was the absence of 
vaginal bleeding until the 29th week of pregnancy when the 
bleeding was perhaps due to the position rather than to the 
condition of the placenta. This absence of bleeding was prob- 
ably due to lack of any tendency to abort. In all the recorded 
cases mentioned above, except those of Allen’s, there had been 
vaginal bleeding in the early months of pregnancy. The degree 
of degeneration in those cases was more marked than in this 
case or those of Allen’s and it was perhaps this marked degree 
of degeneration that was responsible for the tendency to abort, 
with resultant bleeding. 

In cases of hydatidiform mole the uterus is usually larger 
than it should be. Brews’ attributes this to the excessive volume 
of cystic chorion. The abnormally large uterus in this case 
was in-part due to the large size of the placenta and in part 
due to the excess of liquor amnii which was demonstrable at the 
20th week by X-ray. In the comparable case of Winter’s the 
uterus was abnormally large, the abdominal girth at the 29th 
week of pregnancy being 42 inches. The placenta was un- 
usually large, but there is no mention of the presence of an 
excess of liquor amnii. In the specimen mentioned by Teacher 
the placenta was also abnormally large. The aetiology of 
hydramnios is obscure but it seems reasonable to suggest that 
in this case it was related to the changes in the placenta. 

An adherent placenta may be due to a deficient decidual 
formation in the endometrium of the pregnant uterus or to an 
excessive activity of the trophoblast. It is probable that the 
local placental adhesion in this case was due to excessive activity 
of the trophoblast which we know to be present in this con- 
dition. In Winter’s case a cotyledon of the placenta was 
retained and subsequently had to be removed manually. 

It is now 6 months since the operation. During this time 
abnormal vaginal haemorrhage has been absent, and the Fried- 
man tests have been pers:stently negative. I therefore assume 
that the prognosis with regard to the development of chorion- 
epithelioma is good. 


SUMMARY 


1. A case of hydatidiform degeneration of the placenta, 
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associated with a normal foetus, in a primigravida of 32 years is 
recorded. 

2. The diagnosis and some special features of the case 
are briefly discussed. | 


I am indebted to Professor F. J. Browne, Director of the 
Obstetric Unit at University College Hospital, for permission 
to publish this case, 
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Early Involvement of the Ovaries in Carcinoma of 
the Body of the Uterus 


BY 


H. H. Fouracre Barns, M.B., B.S. (Lond.), F.R.C.S. (Eng.) 


Obstetric and Gynaecological Registrar; Assistant in the 
Obstetric Unit at University College Hospital 


In a review of 95 cases of carcinoma of the body of the uterus 
(as yet unpublished), it was observed that in 7 the ovaries were 
the site of secondary deposits. 

These 7 cases have been followed-up so that their histories, 
subsequent to treatment, are available as well as the patho- 
logical details. The number is small but the pathological 
details and their histories subsequent to treatment are suf- 
ficiently striking to suggest that ovarian involvement is early 
should it occur. 

Young’ states that involvement of the Fallopian tubes and 
ovaries follows invasion of the parametric tissues or extension 
to the peritoneum and thereby implies that such involvement 
is a late manifestation of the disease. In 2 only of these 7 
patients was there evidence of other associated extra-uterine 
extension of the carcinoma. 

One case (Case 5) was that of a nullipara of 49 years, who 
had had the menopause at 45. The uterus of this patient was 
enlarged to the size of a 12 weeks’ pregnancy. There was 
extension of the carcinoma into the pelvic peritoneum and 
omentum, and the right ovary was involved macroscopically. 
These observations were made at the laparotomy but unfortun- 
ately a section was not obtained of the involved ovary. The case 
was inoperable and the patient died 5 months later. 

The other case (Case 45) was that of a nullipara of 54, 
who had had the menopause at 50. This patient had associated 
peritoneal extension with involvement cf bladder and rectum, 
lymphatic metastases in left iliac and para-aortic glands and 
blood-borne metastases in lungs and liver. She diéd rz days 
after laparotomy. The right ovary was replaced by a large 
oedematous mass of about 4 inches diameter; the cut section 
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was gelatinous and speckled with white and yellow spots. 
Carcinomatous involvement of this ovary was proved by section 
and was of the squamous type. 

The 5 cases without other associated extra-uterine extension 
are briefly outlined below. In all 5 the ovaries were obviously 
involved macroscopically and this was proved by section in 
every case. 


CasE 15. Age 53, O-para, menopause at 50. The right appendages 
had been removed 7 months previously by.a general surgeon for a serous 
papilliferous cystadenoma. The left ovary was involved and noted as 
being the seat of either an ovarian abscess or necrotic secondary growth. The 
size of this ovarian tumour is not recorded but it was noted that the uterus 
was not enlarged. Microscopically the uterine tumour shows the typical 
picture of an adenocarcinoma of the uterus (Fig. 1). Section of the left 
ovary shows it to contain secondary adenocarcinoma similar in structure 
to the uterine tumour (Fig. 2). This patient is alive to-day, 2 years and 
6 months after the operation of panhysterectomy and left salpingo- 
odphorectomy which was followed by deep X-ray therapy. 

CASE 31. Age 44, O-para, pre-menopausal. Both ovaries were involved. 
The right was slightly cystic, and projecting from its surface was a white 
spherical mass of 1 inch diameter which on section was solid and speckled 
with yellow spots. The left ovary was also cystic and contained a similar 
white solid mass of about 1 inch diameter. The uterus was enlarged to 
the size of a 12 weeks’ pregnancy and the ovaries were each about 2 
inches in diameter. Microscopically the white solid masses in the ovaries 
are seen to be composed of adenocarcinomatous tissue similar in appearance 
to that in the uterus (Fig. 3). This patient was treated by panhyster- 
ectomy and bilateral salpingo-ojphorectomy which was followed by deep 
X-ray therapy, and is alive, well and free from recurrence, 5 years 10 months 
after operation. 

Case 44. Age 51, 3-para, pre-menopausal. The right ovary was re- 
placed by an oval cystic tumour which was about § inches in its largest 
diameter. Some of the fimbriae of the right Fallopian tube were 
adherent to the mass but this tube was otherwise normal. The cyst con- 
tained fluid resembling pus and there were some papillomatous masses 
on the inner surface of its wall. Section through a thickened portion of 
the wall shows it to be infiltrated with adenocarcinoma (Fig. 7). The 
uterus was enlarged to the size of a 12 weeks’ pregnancy and section 
of the uterine wall shows an interesting picture. Fig. 4 is a low power 
view of the uterine wall showing muscle tissue to the left separated from 
the adenocarcinomatous tissue on the right by benign cystic endometrial 
tissue. The cystic endometrium (Fig. 5) is similar to that seen in metro- 
pathia haemorrhagica. In Fig. 6 a high power view of the adenocarcinoma 
of the uterus is seen. The left ovary appeared normal and did not con- 
tain any secondary deposit. This patient was treated by panhysterectomy 
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Fic. 1 (CASE 15). 


Section of uterine wall shewing adenocarcinoma of uterus. 


Fic. 2 (CASE 15). 


Section of left ovary showing secondary adenocarcinoma. 
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Fic. 3 (CASE 31). 
Section of ovary showing secondary adenocarcinoma. 
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Fic. 4 (CASE 44). 
Low power view of wall of uterus showing muscle below and 
to the left, cystic endometrium next to the muscle and adeno- 
carcinoma to the right. 


Fic. 5 (CASE 44). 
High power view of the cystic endometrium. 
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Fic. g (Case 64). 


Section of wall of uterus showing 


adenocarcinoma. 
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Section of left ovary showing secondary adenocarcinoma. 


Fic. 11 (Case 64). 


Section of left ovary showing a benign pseudo-mucinous lining 
epithelium in one part. 
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Section of left ovary showing a papillary serous cystadenoma 
lining in one part of the tumour. 
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INVOLVEMENT OF OVARIES IN CARCINOMA OF UTERUS 


and bilateral salpingo-odphorectomy, and she is still alive and well 9 years 
and 10 months after operation. 

Case 64. Age 58, o-para, menopause at 52. Both ovaries were in- 
volved and almost replaced by growth. The left ovary was noted as being 
enlarged to the size of a coconut. It was composed of necrotic material 
enclosed by a shell of solid tissue half-an-inch in thickness. The right 
ovary was similarly affected but was slightly larger than the left. The 
uterus was enlarged to the size of a 16 weeks’ pregnancy. .The growth 
which commenced on the posterior wall of the uterus extended down to 
involve the upper part of the cervical canal. Section of the uterine wall 
shows an adenocarcinoma of the uterus (Fig. 9) which is similar in 
structure to the secondary deposit in the ovaries (Fig. 10). This patient 
was treated by intra-uterine radium followed some days later by pan- 
hysterectomy and bilateral salpingo-odphorectomy. The operation was 
followed by deep X-ray therapy. This patient developed a recurrence 
2 years and 7 months later in the vaginal vault which was treated by 
interstitial radium. She finally died from recurrence 3 years and 2 months 
after the original operation. Unfortunately a post-mortem examination 
was not obtained. 

Case 68. Age 55, O-para, menopause at 49. The left ovary was in- 
volved. The ovary was enlarged, being 5 by 214 by 2%4 inches, and con- 
tained a number of cysts. A white mass was present with a papillary 
surface projecting into one of the cysts. This was a secondary deposit 
of the carcinoma of the uterus and histologically showed the same structure 
as the uterine growth (Fig. 13). The uterus was enlarged to the size 
of a 6 weeks’ pregnancy. Section of the uterine tumour shows the structure 
of an adenocarcinoma (Fig. 12). This case had been treated 9 months 
previously in another hospital by radium for supposed benign menopausal 
haemorrhage without any curettage having been performed. A panhysterec- 
tomy and bilateral salpingo-odphorectomy was performed. This patient was 
certainly alive and well 2 years after operation, but since that time has 
not been traced. 


Of these 5 cases, therefore, 3 are still alive after respectively 
2 years and 6 months, 5 years and 10 months, and g years and 
10 months; one died after 3 years and 2 months from recurrence 
which most probably occurred via the cervical canal by a 
process of transplantation. The 5th case was known to be 
alive and well after 2 years, but her subsequent history is 
unobtainable and she must be presumed dead. 


Discussion. 


Cases of coincident carcinoma in the body of the uterus 
and in the ovaries, having a similar microscopic picture, may 
be either examples of primary carcinoma of the ovary with 
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secondary spread to the endometrium or, more commonly, of 
carcinoma of the body of the uterus with secondary spread to 
the ovary. In some cases of papillary adenocarcinoma of the 
uterus, the secondary deposit in’ the ovary may strongly 
resemble a papillomatous carcinoma of the ovary, so that it 
may be extremely difficult, if not impossible, to determine the 
site of the primary growth from the microscopic picture. In 
such cases the determination of the primary site may be helped 
by the clinical picture and by the study of the gross specimen, 
which may show a larger malignant tumour at the primary 
site. In all the above-mentioned patients the primary site was 
judged on clinical, macroscopic, and microscopic grounds to be 
in the uterus. In the 7 cases mentioned none of the available 
sections of the Fallopian tubes showed any carcinoma cells. 
Wilfred Shaw* states that ovarian metastases from corporeal 
cancer are not uncommon, particularly when the growth arises 
in women under 50 years of age. The incidence of ovarian 
metastases in the series mentioned is 7 in 95 cases, i.e., 7.4 
per cent. Only 2 of the 7 patients were under 50 years of age 
when diagnosed, while the other 5 were in the age group 50 
to 59, in which the greatest incidence of carcinoma of the body 
of the uterus occurs. The ovarian involvement may be uni- 
lateral or bilateral, the former being commoner in the patients 
mentioned. In those patients in whom the affected ovary was 
considerably enlarged .and cystic, it is probable that a cystic 
change was present before the ovary became involved. This 
sequence is suggested by Cases 44, 64 and 68. The patient in 
Case 44 had her right ovary replaced by an oval cystic tumour 
which was about 5 inches in its largest diameter. The cyst 
contained fluid resembling pus and there were some papillo- 
matous masses on the inner surface of its wall. These masses 
on section proved to be deposits of adenocarcinoma (Fig. 7). 
Part of this section shows a pseudo-mucinous lining of the cyst, 
the cells of which show some benign hyperplasia (Fig. 8), but 
the picture is quite different in appearance from the secondary 
deposit. Both ovaries in Case 64 were involved by secondary 
carcinoma and were enlarged. The contents of these ovarian 
tumours consisted of necrotic material. Section of the left ovary 
(Fig. 10) shows a typical adenocarcinoma in one part while 
in another there is a proliferative epithelium similar to that of a 
pseudo-mucinous cystadenoma (Fig. 11). This epithelium 
appears to be benign and is probably that of an original cyst 
in which secondary deposition of the carcinoma has occurred. 
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A section of the right ovary in this case shows the secondary 
adenocarcinoma but does not show any pseudo-mucinous 
structure. The left ovary in Case 68 was considerably enlarged 
and cystic. A white mass with a papillary surface was present 
projecting into one of the cysts. This was a secondary de- 
posit of adenocarcinoma (Fig. 13). Section of another part ot 
this cystic mass shows the structure of a papillary serous cyst- 
adenoma without any evidence of malignancy (Fig. 14). 

The ovaries might be invoived in any one of the following 
routes : 

1. By transtubal implantation. The malignant cells pass 
along the lumen of the Fallopian tube and become implanted 
on the surface of the ovary. In only one of the 5 cases without 
associated extra-uterine extension through the uterine wall, was 
the secondary deposit superficially situated on the ovary (Case 
31). It is possible that this route was used in this case. Samp-— 
son** is a strong supporter of this route of spread and believes 
that it is used more frequently than is generally supposed. 
Novak’® has pointed out that if this route is used, secondary 
peritoneal metastases around the fimbrial ends of the Fallopian 
tubes might commonly be associated with the ovarian deposits. 
Donaldson’ suggests that whereas the malignant cells survive 
in the ovary, they are destroyed by the natural resistance of 
the peritoneum. 

2. By transplantation or direct extension following penetra- 
tion of the tumour through the uterine wall to the peritoneal 
cavity. When this route applies, it is reasonable to suppose 
that ovarian involvement would usually be bilateral. In the 
2 cases in which there was associated extra-uterine extension 
in the peritoneal cavity, the ovarian involvement was unilateral. 
This would suggest that the ovarian involvement in these 2 
cases was by some other route. 

3. By lymphatic extension. The malignant cells travel from 
the uterus to the ovary via the ovarian plexus of lymphatics. 
Novak is of the opinion that the lymphatics are the chief 
channels by which corporeal cancer reaches the ovaries. On 
the other hand, if this route were followed and the malignant 
cells passed along the vessel as emboli, secondary deposits . 
would reasonably be expected in the para-aortic glands. The 
prognosis in such cases would, therefore, be correspondingly 
poor. Judged from the follow-up of the 5 cases with ovarian 
metastases only, the prognosis cannot be said to be poor but 
rather that the prognosis is good provided there is no other 
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extra-uterine extension of the tumour. Should lymphatic ex- 
tension have occurred in these cases, it must be assumed that 
the extension was not embolic but by a process of permeation 
and that excision of the uterus and adnexa was performed 
beyond the advancing edge of malignant cells in the lymphatics. 

4. Infection by blood-vessels. This route may conceivably be 
used for the transport of malignant cells from the fundus of the 
uterus to the ovary. The general consensus of opinion is against 
this pathway being used except, perhaps, on very rare occasions 
when there would be evidence of other vascular spread. 

Novak, in his paper already referred to, described 7 cases of 
corporeal cancer with ovarian metastases. In 6 of his 7 cases 
there was no other extension of the tumour. Unfortunately he 
does not give any details of their histories subsequent to treat- 
ment. The fact that in 6 of his 7 cases and in 5 of the 7 cases 
described in this paper ovarian metastasis did occur without any 
other associated extra-uterine extension strongly suggests that 
the lesion does occur early and not late, or, at least, while the 
direct spread of the primary growth has been of small extent and 
limited to the uterus. The prognosis, as judged by the follow-up 
of these cases, lends support to this view. 

Such an observation demands that the ovaries and Fal- 
lopian tubes should be removed with the whole uterus in all cases 
of carcinoma of the body suitable for operative treatment—a pro- 
cedure which is already customary. 


SUMMARY 


I. Seven cases of ovarian involvement by secondary 
metastases in carcinoma of the body of the uterus are briefly 
described. 

2. The incidence of ovarian metastasis in the small series 
of 95 cases of corporeal cancer was 7.4 per cent. 

3. The majority of the patients were in the age group 50 
to 59 years. 

4. The routes of spread from the uterus to the ovaries are 
briefly outlined. 

5. It is suggested that involvement of the ovaries may occur 


‘early and that the prognosis, provided that there is no other 


extra-uterine extension, is good. 


I am much indebted to Mr. Clifford White, Professor Browne 
and Mr. Norman White for advice and help, and for permis- 
sion to make use of their case records. 
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Foetal Mortality in Post-maturity 


BY 


S. G. Clayton, F.R.C.S. (Eng.), M.R.C.O.G. 


From the Biochemical Department, King’s College 
Hospital, S.E.5 


IN a previous paper (Masters and Clayton’) the degree of calci- 
fication of the placenta in post-mature cases was studied. We 
believed that the foetal mortality rate was high in post-mature 
cases, but a series of cases which clearly established this could 
not be found. In the present paper an attempt has been made 
to study the foetal mortality in post-mature cases. We cannot 
claim to have collected a series of cases which are certainly 
post-mature, as the diagnosis is so uncertain, but it may be 
worth recording the results obtained. Labour is usually in- 
duced when a case is thought to be post-mature, because of 
possible disproportion, or for fear that degenerative changes 
may occur in the placenta and cause foetal death, and relatively 
few cases are allowed to progress beyond the 43rd week with- 
out induction, so that it is difficult to find a large series of more 
advanced cases. 

Difficulty in the clinical diagnosis of post-maturity. The 
difficulty in recognizing that a case is post-mature before delivery 
is well known, especially if the menstrual history is doubtful 
or irregular. In calculating the duration of pregnancy from 
the date of the last menstrual period, the actual time of fertiliza- 
tion is not considered. If it be accepted that ovulation occurs 
at mid-cycle, and if the ovum perishes at the next period if 
it is not fertilized, then fertilization can only occur in the last 
half of a cycle. Even if the date of coitus is known it is 
unimportant, for sperms may survive for a time in the Fallo- 
pian tubes while awaiting an ovum (Durhssen,’ Grosser’), 
although the recorded series of cases of pregnancy following 
a single coitus suggest that fertility is maximal at about the 
time of ovulation (Nurnberger,* Siegel’). The theory that one 
ovulation occurs at mid-cycle is generally accepted, but there 
are a few authors who believe that human ovulation occurs more 
frequently or irregularly (Samuels‘), and if that be true then 
the argument given above is untenable. 
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The level of the uterine fundus, particularly if followed 
throughout pregnancy, the date of quickening, and the effect 
of a drug induction afford only general indications of maturity. 

After delivery the child must be examined before any case 
can be accepted as post-mature, though here too exact criteria 
are lacking. Diagnosis of post-maturity on the ground of 
excessive weight alone is most unreliable; babies weighing 5 
pounds and g pounds are common in normal pregnancies at 
term. Berkeley, Bonney, and MacLeod’ mention a child 
‘undoubtedly 6 weeks post-mature’’ which weighed less than 
5 pounds at birth. Ballantyne and Browne* reviewed many 
other suggested indications of post-maturity, and found that 
such tests as the foetal length, size of head, growth of ossific 
centres, closure of fontanelles, and changes in the skin and 
internal organs were individually unreliable as the degree of 
normal variation is so great. Masters and Clayton have 
shown that the degree of calcification of the placenta is useiess 
as a test for maturity. Although individually unreliable, a com- 
bination of these signs with a clear menstrual history will 
allow a fairly dependable diagnosis to be made. 

Incidence of post-maturity. With the object of discovering 
the incidence of post-maturity 9,649 consecutive case records 
were examined (Queen Charlotte’s Hospital, 1935-38. King’s 
College Hospital, 1937-38). Table I shows the results. When 
the dates were in any respect doubtful a case was not included 
in this table. Among these cases 11g were terminated by in- 
duction of labour or Caesarean section, so that the natural 
incidence of prolonged gestation is somewhat higher than these 
figures indicate. There was a close agreement between the 
figures from the two hospitals, and no significant variation from 
year to year. Definite evidence was not obtained to support 
the view that pregnancy is more often prolonged in primi- 
gravidae than in multiparae. Among 9,649 cases there 
were 59 per cent primigravidae, and among 705 cases with a 
gestation period of 42 weeks or more there were 62 per cent 
primigravidae. Even if patients with longer gestation periods 
or heavier children were considered, no more definite relation 
to parity could be found. Schatz® suggested that women with 
long menstrual cycles have prolonged gestation periods, but 
this series did not confirm that. 

Taussig’® stated that post-maturity is rare with breech 
presentations. Among 705 cases in which pregnancy continued 
for more than 42 weeks there were 1.9 per cent of breech 
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Taste I. 
Total number of cases examined, 9,649. 


Gestation period 


Number of cases in which the child weighed : 


from first day » 8 pounds 9 pounds Io pounds 
of last period All cases or more _or more or more 
ines per cent per cent per cent per cent 
"204 to 300 days 465 4.82 206 2.13 69 0.72 14 0.14 
301 to 307 days 172 1.78 81 0.84 27 0.28 4 0.04 
308 or more days 68 0.70 37 0.38 13 0.13 3 0.03 
Totals: 
294 or more days 705 7.30 324 3-35 109 1.13 21 0.21 


deliveries. The common occurrence of post-maturity with 
anencephalic and hydrocephalic infants will be discussed below. 

Foetal mortality in post-mature cases. It is generally 
believed that the foetal mortality is high in post-mature cases, 
but we have not seen any published figures which prove this. 
It has been suggested above that a case cannot be accepted as 
post-mature unless the child shows evidence of over-develop- 
ment. The foetal Weight is only one sign of over-development, 
and unfortunately case-notes do not contain uniformly reliable 
records of the other signs, so that it was not possible to collect 
a large number of cases in which post-maturity was beyond 
question. A group of cases were collected in which pregnancy 
had continued for over 42 weeks, and in which the child weighed 
more than 7} pounds. This is not put forward as a definition, 
but merely as a convenient means of separating off a group 
of cases which is likely to contain all the post-mature cases. In 
most of these cases some other evidence of over-development 
was recorded, such as excessive length, large head, skin changes 
or post-mortem signs. It is worth repeating that when the dates 
were in any respect doubtful the case was not included. The 
foetal mortality in this group was studied. 

It is not possible to compare the mortality among post- 
mature infants with the general foetal mortality, as the latter 
is affected by the high mortality among premature infants. 
Tables II and III attempt to compare the mortality among 
post-mature children with that for mature children, i.e., after 
excluding the premature cases. 

The increased total mortality among the post-mature babies 
in Table II is not statistically significant, but the relatively high 
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FOETAL MORTALITY IN POST-MATURITY 


II. 
Foetai Mortality. 


Number Total 
of casés Stillborn Died mortality 
Lee per cent per cent per cent 
. | Premature babies 642 164 123 44.7 
(less than 5 pounds) 
Post-mature babies 455 28 6.15 2 0.44 6.59 
(more than 42 weeks and 
ra over 7% pounds) 
Remaining mature cases 8552 364 4.25 104 ¥.22 5-47 
Totaés : 954 550 226 8.13 
TaBLe III. 


Foetal Mortality: 


Weight of baby Gestation period 
294 to 300 days 301 to 307 days 308 or more days 
Mortality, Mortality, : Mortality, 
Cases percent Cases percent Cases percent 


7's pounds to 
7 


pounds 15 ounces go 3.3 32 3.1. re) 
pounds to 
S pounds 15 ounces 137 3.6 54 9.3 22 
g pounds and over 69 S7 27 18.5 15 13.3 
Totals: 
pounds and over 296 4.7 9.7 46° 10.9 


number of stillbirths among the post-mature cases is significant. 
Table III suggests that the foetal mortality is definitely higher 
in those patients in whom the pregnancy was more prolonged, 
and when the children were heavier. (Even though nearly 
10,000 cases were studied, the figures obtained for this table 
are still too small for statistical purposes, and the only signifi- 
cant figures are marked*.) However, the uniform increase in 
mortality among the patients with a gestation period of over: 
308 days is very striking, and the results confirm the general 
clinical impression that mortality is higher among post-mature 
infants. 
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The post-mature placenta. It has been suggested that the 
increased mortality among post-mature infants is due to de- 
generation of the post-mature placenta. The placenta has a 
large reserve of function and will support the life of the foetus 
even when half of its substance has been destroyed (Stander'’). 
Maxwell’® reported the effects of the Chinese practice gf needling 
the placenta through the abdominal wall to procure mis- 
carriage, and mentioned cases in which living children had 
later been delivered although large areas of placenta had been 
separated by haemorrhage. 

Calkins'* has shown that the weight and area of the placenta 
increase as pregnancy progresses, but that the rate of growth 
is relatively much less in the last third of pregnancy, and this 
slowing up is progressive. It is conceivable that there is a 
relative placental insufficiency as the post-mature child grows. 

The placenta undergoes degenerative changes during the later 
weeks of pregnancy. Many textbooks refer to calcification of 
the post-mature placenta (e.g., Teacher,‘ de Lee,’ Kerr'*). 
In a previous paper Masters and Clayton studied the calcifi- 
cation of the placenta by ashing and chemical estimation. It 
was found that very little calcification occurred before the 38th 
week of pregnancy, the calcium content being less than 30 mg. / 
100 gms. in nearly every specimen. After the 38th week the 
average calcium content rose to 98 mg./100 gms., but there was 
not any further significant increase in the average calcium 
content in the post-mature placentae. Both in the normal and 
post-mature placentae the calcium content was extremely 
variable; some post-mature placentae showed very little 
calcium, while some normal placentae contained as much as 
500 mg./100 gms. The same placentae were X-rayed before 
ashing, and the plates were graded by visual judgment into a 


TaBLe IV. 

Average Range of 

X-ray appearance Number calcium content calcium content 
of cases mg. / 100 gms. mg. / 100 gms. 

No calcification 29 gto 66 
Slight calcification Sean 7 44 21to 74 
Moderate calcification soar WEE 83 44 to 143 
Heavy calcification 133 go to 183 
Very heavy calcification jae SRI 384 307 to 600 
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progressive series, and then divided into 5 groups. The X-ray 
appearance was found to be a reliable index of the calcium 
content, when that was subsequently estimated (Table IV). 

As the X-ray method was quick and convenient it was 
possible to examine a much larger number of placentae (200) 
than would have been possible by the tedious process of 
mincing, ashing and chemical estimation. The group of cases 
classified as ‘‘very heavily calcified’? in Table IV was 
obviously a group apart, having an average calcium con- 
tent of 384 mg./100 gms., and showing three times the calcium 
content of the next group. The cases in which a calcium 
deposit could not be seen were also clearly marked off, and 
these two groups are examined in Table V. 


TABLE V. 


Percentage of cases showing “very heavy calcification.” 
Average calcium content 384 mg./1Io0o gms. 


per cent 
Among all placentae delivered after term... 
Among placentae delivered after 42nd week... —..... 21 
Among placentae delivered after 42nd week and when the child 
Percentage of cases without calcification.” 
Average calcium content 29 mg./100 gms. 
Among all placentae delivered after term 
Among placentae delivered after 42nd week... id 14 
Among placentae delivered after 42nd week and when the child 
weighed S pounds or more SG 


The results illustrate the great variability in the degree of 
calcification after term, and suggest that the _post-mature 
placenta is, on the average, only slightly more calcified than 
the normal placenta at term. 

Many of the same placentae were also examined micro- 
scopically, part being removed for section after X-raying. Few 
studies of the post-mature placenta have -been recorded. 
Ballantyne* mentioned the following changes: Areas of de- 
generation were common, villi showed foetal endarteritis with 
little syncytium, calcification was present, and the Whartonian 
jelly of the cord showed dense fibres. All these changes are 
to be found in some part of any mature placenta. In the 
present series accentuation of degenerative changes in the post- 
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mature placenta could not be made out. The amount of: 
degeneration was erratic, some post-mature sections showed 
little, while some normal sections showed much. The observa- ‘ 
tions are not particularly reliable as it is not possible to examine 
more than a fragmentary part of such a large organ. 

Especial attention was directed to the calcium deposits, and 
these were seen only in areas in which degeneration of villi had 
occurred. The parts of the villi most often involved were those 
nearest to the maternal surface, and the many small white flecks | 
visible with the naked eye on the maternal surface of the 
placenta correspond with calcium deposits seen in X-rays. 
These observations agree with those of Schénig*’ who investi- 
gated the distribution of calcium in the placenta by precipitation 
as calcium oxalate, and examination of sections with polarized 
light. Schénig found that there was very little calcium de- 
posited in the active parts of the placenta between the 2oth and 
34th weeks. From that time onward there was an increasing 
deposit of calcium in degenerate villi, and in a post-mature 
placenta examined there was much calcium in and around 
white plaques on the maternal surface. Even in the post- 
mature placenta calcium deposit was absent in normal villi. 

The general conclusion reached is that the degree of calci- 
fication roughly indicates the degree of villous degeneration, 
and that both are extremely variable, and only slightly more 
in the post-mature than in the normal cases. In the present 
series the only stillbirth which occurred among the 40 cases 
in which the placenta was most heavily calcified was due to 
tentorial laceration. 

In view of the statement that foetal endarteritis is common 
in post-mature placenta, investigation of the vascular tree of 
the post-mature placenta by X-rays after perfusion with radio- 
opaque substances is important. (Lipiodol-like substances have 
been generally used, but a fine suspension of barium sulphate 
is less viscous and enters the fine vessels better.) Reynolds’* 
reviewed experiments of this nature and concluded that there 
was no evidence of any diminution of the vascular tree in post- 
mature placentae. A small number of experiments of our own 
confirm this. 

All these methods of investigation are anatomical, and do - 
not give any indication of the functional quality of the placenta. 
The fact that the post-mature foetus is usually overweight .sug- 
gests that normal placental function is continuing. In the next 
part of the paper the causes of foetal death in post-mature cases 
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are considered, and the possibility of placental insufficiency will 
‘be further discussed. 

- Causes of foetal death in post-mature cases. The deaths 
of the children among the cases in which gestation was pro- 
longed were studied with the object of discovering whether (a) 
placental insufficiency or (b) difficult labour was the cause of 
_ the increased foetal mortality. All patients with a gestation 
period of over 42 weeks and when the child weighed over 73 
pounds were considered although, as remarked above, it is 
realized that this is not a definition of post-maturity. Among 
455 such cases there were 28 stillbirths and 2 neonatal deaths. 
For convenience the cases have been divided into groups. 

I. Congenital abnormalities accounted for 4 stillbirths, one 
being anencephalic and 3 hydrocephalic. (Three more anen- 
cephalic infants, one moe hydrocephalic infant, and one more 
infant with multiple abnormalities were post-mature by dates 
and external signs, but are not included as they did not weigh 
7} pounds.) The association of anencephaly and hydrocephaly 
with post-maturity has been fully discussed by Malpas,’* who 
quoted earlier observations of Ballantyne*’ and Taussig*®. The 
delay in the onset of labour may be due to the lack of the 
normal stimulus of a sreanating part in contact with the lower 
segment. 

II. Deaths before the onset of labour. None. 

III. Deaths during labour. Twenty-four infants died during 
labour and the histories are briefly indicated below. The cases 
are grouped for convenience, but rigid separation of groups is 
not possible. (P = primipara. M = multipara.) 

IV. Deaths after labour. Two infants died after delivery, 
I from atelectasis (7 pounds 13 ounces; confirmed at post- 
mortem) and the other from respiratory failure following 
manual rotation and difficult delivery by the forceps (9 pounds; 
post-mortem: no intracranial haemorrhage). 


Certain general observations can be made about these cases: 

I. In no case did foetal death occur before the onset of 
labour. 

2. There were only 2 neonatal deaths among 455 infants, 
which suggests that the post-mature infant is strong and healthy 
at birth. 

3. In all but 2 cases there was some quite definite cause of 
death other than post-maturity per se. 

The possibility of mechanical difficulty in labour with a 


457 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


. Malpresentation. 
. Prolapsed arm 
. Breech. Application of the forceps 


aftercoming head 


. Breech. Application of the forceps to ke. 


aftercoming head 


. Breech. Inertia. Difficult extraction ... 


C. Primary inertia. (With Malrotation.) 


_ Inertia. 116 hours. Delivery by the forceps 


. Inertia. 168 hours. Deep transverse arrest. 


Delivery by the forceps 


. Inertia. 61 hours. Delivery by the forceps 


Delivery by the forceps 


. Inertia. 50 hours. Deep transverse arrest. 


Delivery by the forceps 


50 hours. Normal delivery 


. Various. 

. Placenta praevia. Caesarean section 

. Placenta praevia. Plugging 

. Uroselectan induction. Normal delivery. 


Cord round neck 


A.R.M. Total labour 6 hours 


. Cause of stillbirth unknown. 
. Delivery by the forceps for foetal, distress ... 


. Normal labour 
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9 


8 


10 


. Inertia. 60 hours. P.O.P. Delivery by the forceps 8 
. Inertia. 107 hours. P.O.P. Delivery by the forceps og 
. Inertia, 113 hours. Perforation 
. Inertia. 86 hours. A.R.M. Deep eatiooe erse arrest. 


8 


7 
7 


5 


8 


Weight 
of child, Post-mortem 
pounds ounces findings 
. Disproportion : 
. Failure of delivery by the forceps. Perforation 10 O+ —__— 
. Failure of delivery by the forceps. Perforation 7 14+ —— 
. Failure of delivery by the forceps. Perforation 8 8+ — 
(| Intra-uterine asphyxia. 
Trial labour. P.O.P. Delivery by the forceps 8 S | Sects inspiration. 
. Trial labour. Difficult delivery by the forceps 9 9 -— 


Io 


3. Tentorial tear 

(Intra-uterine asphyxia. 
10 | Premature inspiration. 
10 — 


| Tentorial tear and 

Premature inspiration. 

( Tentorial tear and 

6 | Premature inspiration. 
Intra-uterine asphyxia. 


o 
( Premature inspiration. 

G 

I 

14+ 

4 

12. Tentorial tear 


Intra-uterine asphyxia. 
10 | Premature inspiration. 
| Intra-uterine asphyxia. 
( Premature inspiration. 


II 
( Intra-uterine asphyxia. 
(Premature inspiration. 


B 
M 
9 
P 
= 
P 
P 
P 
8 
P 
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FOETAL MORTALITY IN POST-MATURITY 


large post-mature foetus is so well known, and so well illustrated 
by these cases, that further comment is unnecessary. The 
danger is not only to the foetus; 2 mothers died among the 
Disproportion ’’ group, one from shock and one from sepsis. 

The group of cases headed ‘‘ Primary inertia (with mal- 
rotation)’’ is of especial interest. The association of primary 
uterine inertia and post-maturity has not been generally appre- 
ciated. The large and rigid head of the post-mature foetus 
does not easily descend through the pelvis, and if posterior 
does not easily rotate forwards, so that the normal stimulus 
of a well-flexed and engaged head on the lower segment is 
lacking. Apart from this mechanical difficulty it may be that 
the uterus which is slow to start work, is sluggish in action. 
Among the 455 cases of prolonged gestation, primary inertia 
was diagnosed 38 times, 8.4 per cent, whereas primary inertia 
was diagnosed in only 3.7 per cent of all cases delivered in 
Queen Charlotte’s and King’s College Hospitals during 1936-8. 
(The definition of primary inertia was “‘a first stage lasting more 
than 48 hours, in the absence of disproportion or contraction 
ring.’’) Among these 38 cases there were 12 stillbirths and 2 
infant deaths, and 11 of the stillbirths were thought to be 
primarily due to the inertia. (Group C above.) In half of 
the cases of inertia the occiput failed.to rotate forwards spon- 
taneously. This increased inertia was not related to the in- 
duction of labour. Among these 38 cases of inertia only 3 
cases were induced by surgical methods, and 3 other cases by 
medical methods. 

Treatment of post-maturity. The risk of foetal injury in 
cases in which there is disproportion certainly justifies induction, 
though induction might increase the risk of inertia. It would 
seem to be unjustifiable to induce labour in patients who are 
thought to be post-mature, but in which there is no evidence 
of disproportion, for the following reasons: (1) The uncertainty 
of any diagnosis of post-maturity. (2) The lack of any definite 
evidence that placental degeneration causes foetal death. 
(3) The risk of inertia. 


SUMMARY 


Nine thousand six hundred and forty-nine consecutive labours 
were studied in an endeavour to discover how often pregnancy 
is abnormally prolonged, and if the foetal mortality is higher 
in post-mature cases. 
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The foetal mortality among patients in whom pregnancy 
was prolonged was found to-be higher than the ordinary foetal 
mortality, and the possible causes of this increased mortality 
are discussed. 

Evidence of placental insufficiency could not be discovered. 
The foetal deaths in patients with prolonged gestation were 
found to be due to congenital abnormalities (13 per cent), dis- 
proportion and malpresentation (30 per cent), and primary 
uterine inertia (30 per cent). In all but 2 cases some definite 
cause of death was found other than post-maturity per se. The 
frequency with which uterine inertia occurs in post-mature cases 
(8.4 per cent) is shown to be higher than among normal cases, 
and the bearing of this on treatment is briefly discussed. 
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A Survey of the Results of Repair and Amputation of 
the Cervix 


BY 


Epwarp Sotonmons, M.A., M.D. (Dub. Univ.), F.R.C.P.L., 
M.R.C.O.G. 


Assistant Gynaecoiogisi, Dr. Steevens’ Hospiial, Dublin; 
Late Assistant Master, Rotunda Hospital. 


For nearly 100 years controversy has raged concerning the 
treatment of chronic infections, lacerations, and erosions of the 
cervix. Each era has brought new operations, or modifications 
of the older ones, and improvement in suture material and 
operative. technique. At the present time, however, the con- 
troversy is not as to the relative values of the operative 
techniques, but as to the relative value of operation as against 
electrophysical methods. 

This communication is entirely concerned with the results 
obtained by amputation and repair of the cervix, together with 
certain observations concerning the technique. The entire series 
of cases was operated on at Dr. Steevens’ Hospital and includes 
every case of cervical amputation and repair from October 1931 
to March 1939. During this time, 302 cases were operated on, 
and communication was made with every one of the patients, 
asking for their attendance at the hospital for examination. 

The ‘‘ follow-up ’’ system in this country does not compare 
with many others and, as a result, only 104 patients out of the 
302 have come to the hospital for examination. Although many 
letters were received from patients who would not, or could 
not, come for examination, only those who were examined are 
dealt with in this communication. I examined every case, so 
the description of the results is as consistent as possible. 

Emmet’ was one of the first gynaecologists to make a 
thorough investigation of his own technique and his results in 
repair of the cervix. He stated that ‘‘ where enlargement of 
the uterus still remains, or where the woman suffers from 
neuralgia, I consider an operation necessary, notwithstanding 
that the parts may have completely healed.”’ 

He denounced amputation with scissors, or knife, or 
cautery of a so-called hypertrophy or elongation of the cervix, 
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as malpractice. ‘‘ Nothing is proved by the statement that a 
certain number of women have recovered their health after 
the cervix, or part of it, has been removed for I have seen 
many after my own work in this line do so. A man may 
doubtless enjoy good health after the head of his penis has 
been removed, even if it were done with a cautery; yet if the 
operation is unnecessary it would be malpractice to perform it.’’ 
Emmet, however, stated that amputation, except for malig- 
nant disease, is uncalled for. These statements were made in 
1880 and much controversy has occurred regarding many of 
his observations. It is hoped to show in this communication, 
_ however, that we have passed from his conservative methods, 
through very radical methods, back again to more conservative 
methods. 

Less than 20 years after Emmet had written his well-known 
manual on gynaecology, Playfair? advocated Emmet’s opera- 
tion for lacerations of the cervix the result of parturition. In 
hypertrophy of the vaginal portion, he advocated three opera- 
tions: 

1. Conoidal (Sims). 

2. Circular amputation (Hegar). 

3. Wedge-shaped incision of each lip (Marckwald). 

He also mentions Schroeder’s and Martin’s methods. 

He did not specify any particular method, but left the reader 
with the impression that each was to be used by the operator 
as he thought suitable. 

In the present series, the gynaecologists concerned had more 
or less the same ideas as Playfair, for, as it will be shown, the 
Ope-ations performed in practically the whole of the 9 years of 
the present survey were either Emmet’s trachelorrhaphy, 
Schroeder’s partial amputation or circular amputation of the 
cervix. 

Included in the group of circular amputations are a certain 
number by Sturmdorf’s method. They are included in the same 
group because it is felt that very rarely is a complete amputation 
of the cervical canal ever properly performed. For although 
Wolfe® in 1932 reported on the results of 130 Sturmdorf ampu- 
tations, reporting a cure-rate of 79 per cent, he found on analy- 
sis that the cause of the failures was due to either incomplete 
removal of the endocervix or operative contamination and 
infection. Sturmdorf* stated that trachelorrhaphy and arpu- 
tation of the cervix were not sufficient treatment for an erosion 
or laceration of the cervix, and that infection had spread deeper 
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into tissues, necessitating their removal. His work is too well 
known to discuss in detail, but he deals extensively with 
Emmet’s operation and concludes that ‘‘ a more sinister menace 
obtrudes itself into this question to-day, namely the enhanced, 
cancerous potentialities in the chronically inflamed cervical 
areas beyond the range of the Emmet operation.’’ He further 
states ‘‘ the dominating fundamental factor that establishes the 
morbidity of a cervical lesion is the incidence of infection.’’ 
In his technique, the cervical tissue is coned out and Sturmdorf 
sutures inserted. Dilatation and curettage were not performed 
and silkworm sutures were used. 

Bullard’ in a survey following the results of 261 operations 
on the cervix, performed by 19 different surgeons in the 
Women’s Hospital, New York, came to the following conclu- 
sions: 

1. For the cure of cervical leucorrhoea high amputation is 
perfect,. Sturmdorf excellent, low amputation very good and 
trachelorrhaphy disappointing. 

2. Varying degrees of cervical stenosis followed : 

High amputation, 54 per cent. 
Low amputation, 18 per cent. 
Trachelorrhaphy, 12 per cent. 
Sturmdorf, 1.8 per cent. 

3. Twenty-three out of 59 cervices repaired by high ampu- 
tation were impenetrable by a probe, yet only 2 had obstructive 
dysmenorrhoea. Only 2 of the 59 required dilatation later. 

4. There was much less stenosis after low amputation, 
18 per cent; only 2 per cent had obstructive dysmenorrhoea 
after trachelorrhaphy. 

5. The Sturmdorf operation gives a well-nigh perfect re- 
covery, without interference with subsequent pregnancies and 
labours. 

6. One case of serious cervical dystocia followed trachelor- 
rhaphy and the operation may have caused a premature labour 
in another. 

7. Neither dystocia nor abortions followed amputation and 
there were 8 normal labours, but it was the cause of 1 prema- 
ture labour, and perhaps 3 others. 

8. Of 4 pregnancies after high amputation, 2 terminated in 
premature labour and 2 aborted (undetermined causes)—a bad 
record. 

g. Diathermy may replace surgery in treatment of chronic 
cervicitis in that it will eradicate the entire diseased area, is 
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dependable as that by a knife, and shows a better record in 
subsequent labours than Sturmdorf amputations. 

It is not intended to compare electrophysical methods for 
erosions of the cervix with operative methods, but it must not 
be forgotten -that electrophysical methods have in no way 
proved perfect. For instance, in a series of 538 patients treated 
by Brunet and Salberg* by cauterization and conization, 7 
developed inflammatory extension to the pelvic organs following 
treatment. 


Technique. 


The suture material used by Emmet was silver wire. This 
was followed later by the use of silkworm gut, and later by 
the various forms of chromic or tanned cat-gut. Nowadays cat- 
gut is the more popular material but occasionally silkworm 
gut is used. In my own operations I have not seen any 
better results from the use of silkworm gut than from cat-gut, 
and as the latter has obvious advantages, my opinion is 
that cat-gut is the material of choice. 

In 1913 Bonney’ advocated the use of a stitch for all types | 
of amputation, and he advised this technique because the 
results were better than those of Schroeder, and because it 
does not leave behind a considerable area of the erosion so 
often present in these cases. 

Briefly, the cervix is amputated by antero-posterior flaps 
which first consist of mucous membrane, but towards their base 
include tissues of the cervix. Chromic or tanned cat-gut is in- 
serted through the apex of the anterior flap and tied there so 
that the two free ends are of equal lengths. The same is done 
with the posterior flap and the rest of the operation is very 
similar to that performed by Sturmdorf. When Sturmdorf 
published his paper, he advised the complete removal of the 
cervical canal, and instead of using a tied stitch similar to 
Bonney’s the ends of the anterior and posterior stitches were 
left loose. 

The series of cases in the present review were performed 
by 3 gynaecologists—one of whom was myself—and I have 
found that the Sturmdorf stitch is suitable for both circular and 
Schroeder amputations. For the trachelorrhaphy, three or four 
interrupted cat-gut sutures are required. 

When the patients came back to the hospital they were asked 
the folléwing questions: 
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. Was there any benefit from the operation : 

. What symptoms were present since the operation : 

. The presence of discharge ? 

. Had there been any children since the operation : 

. The nature of their confinements : 

. Any change in sexual intercourse : 

. Had menstrual discomfort increased, decreased or re- 
mained unchanged since operation : 


N Dun 


The following examination was then made : 


1. Careful bimanual examination. 

2. Examination of cervix with a Cusco speculum. 

3. Taking of smears, and when discharge exisied, their 
examination for Trichomonas vaginalis. 


Probes were not inserted, as a routine, through the cervix: 
though many papers have been written on stricture of the cervix 
following operation, it was felt to be unnecessary as there were 
very few cases in which obstructive dysmenorrhoea had _fol- 
lowed operation. In fact, only 2 patients stated that menstrua- 
tion had not been improved by the operation while 2 others 
stated it was worse. In these a uterine sound was passed with 
little difficulty. 


Benefit 
94 received much 
8 received none 
2 received some 


Total 104 
Symptoms 
70 none 


8 abdominal pain | se during menstruation 
3 irritation 

2 menorrhagia 

8 as before, to the same or lesser degree 


Total 104 


465 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


Discharge 

70 had none 
18 slight 
6 very slight 
7 present 
2 moderate 
I heavy 

Total 104 


Only in the 2 moderate and the heavy cases was it neces- 


sary for the patient to wear a diaper. 


Pregnancy 
Total number of cases examined 104 
Less over 40 years of age 29 
75 
Of these pregnancy ensued in 45 
Trachelorrhaphy 
Total number of cases examined 42 
Less over 40 years of age 12 
30 
Of these pregnancy ensued in 23 
Schroeder’s amputation 
Total number of cases examined 37 
Less over 40 years of age 14 
Of these pregnancy ensued in 14 
Circular amputation 
Total number of cases examined 25 
Less over 40 years of age 6 
19 
Of these pregnancy ensued in 8 


From the above results it will be seen that trachelorrhaphy 
is by far the most satisfactory operation to assist future preg- 
nancies, and that whenever possible it should be performed. 
Emmet’s statement that a repair should always be performed 
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when there was laceration of the cervix, holds good to the 
present day. 

Ely Van Warker* stated that at a Congress in America in, 
1883 an Englishman said: ‘‘ Gynaecologists were divided into 
two classes, one of which was employed in dividing the cervix 
and the other in sewing it up.” 

It should be mentioned here that 3 of the trachelorrhaphies 
performed were for suturing up old posterior divisions per- 
formed elsewhere. Those patients had remained sterile and 
were suffering from leucorrhoea. This is not the place to discuss 
the merits of posterior divisions of the cervix, but from my 
own observations, and from those of many other writers, it 
must be clear that such an operation must surely be completely 
out of date and unwarranted. 

Van Warker, in the same article, states that he performs 
’ trachelorrhaphy to cure sterility, and that the success is due to the 
restoration of the canal or the cervix as a cavity of the uterus. 
He shows in two tables that the fertility is increased after 
repair of the cervix. 

The nature of the confinements following amputation or 
repair of the cervix in this series of cases was as follows: 


Trachelorrhaphy (14 cases). 

18 pregnancies 

13 normal 
I in labour 48 hours 
1 three months premature 

I born dead (cause unknown) 
I abortion 

I placenta praevia 


Schroeder (11 cases). 
17 pregnancies 
I2 normal 
3 abortions 
2 placenta praevia 


Circular (8 cases). 
8 pregnancies 
3, normal 
3 abortions 
3 premature 


It will be seen from the above that even in a small series 
of cases, circular amputation of the cervix is not likely to give 
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such satisfactory results as after the other two types of opera- 
tions. 

Hesseltine’ reported a case of dystocia following circular 
amputation. Owing to non-dilatation of the external os, a 
laparo-trachelotomy was performed. It was found that a 
rupture in the lower segment was threatening. Three years 
prior to the confinement the patient had a guillotine amputation 
of the cervix and a vaginal repair. 

The remaining 12 cases, which accounted for the discrepancy 
between the total number of patients who became pregnant 
and the figures quoted above, are accounted for by the fact 
that they were pregnant at the time of examination. 

Schroeder’s amputation has a definite place, particularly for 
young women, but nevertheiess it seems that fertility is 
diminished. 

Circular amputation should be reserved for those cases in 
which extensive laceration and erosion of the cervix is present. 
If there is very clear evidence of endocervicitis, even if lacera- 
tion and erosion are slight, a Sturmdorf amputation is indicated. 
Circular and Sturmdorf amputations should be reserved for 
women who have borne children at term. 


Sexual Intercourse. 


This is of little importance in this series of cases, as the 
majority operated on had some kind of vaginal repair as well, 
but I have included the results of my interrogation on this 
subject, which were as follows: 

87 were normal 

8 were uncomfortable 
7 were either widowed or intercourse had not taken place. 


Age. 
20 to 29 1g 
30 to 39 55 
40 to 49 25 
50 to 59 sian 4 
60 to 69 ” I 


It will be seen ‘that over 50 per cent of the patients were 
between the ages of 30 and 39, which is in the child-bearing 
age and this confirms my opinion that all.patients with any 
cervical abnormality should be treated as soon as possible. 


Parity. 
During the vears under review, all patients, except 18, had’ 
408 
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had one or more pregnancies. Those who had none were treated 
by operation for endocervicitis or erosion. From these figures 
it might be thought that electro-physical methods would have 
been preferable, but I still believe that operative procedures 
are safer, even though I have not a great experience of the 
former. 

Black”’ advised cauterization and conization in preference 
to amputation or repair except when the cervix was hyper- 
trophied, lacerated or eroded. Nevertheless, he had .a case of 
cellulitis after cauterization and gave details of 2 such cases which 
came under his care following cauterization by other prac- 
titioners. He also stated that stenosis and atresia occurred quite 
commonly and gave details of 3 cases. From these facts he 
stressed that cauterization should not be used except by those 
who are skilled and experienced. 

There has been very little written concerning the immediate 
complications of cervical repair and amputation, and records 
are hard to find. It is difficult, therefore, to assess their 
general incidence. 

During the past 2 years, 115 patients have been operated 
on at Dr. Steevens’ Hospital, 37 being by trachelorrhaphy, 34 
by Schroeder’s partial amputation, and 44 by circular 
amputation. Of these 115, 4 developed a secondary haemor- 
rhage, 2 after Schroeder’s amputation, 1 after circular ampu- 
tation and 1 after trachelorrhaphy. Vaginal plugging was 
sufficient to stop bleeding in 1 case but in the other 3, interrupted 
cat-gut sutures were inserted. These 4 cases occurred between 
the 7th and 14th day after operation. Examination one month 
after leaving hospital showed that the cervices of these patients had * 
all healed well. 

There were not any cases of sepsis or spread of infection 
into the pelvic connective tissue. This is believed to be due 
to the fact that a patient is not operated on who gives a his- 
tory, or suspected history, of recent infection, and the routine 
taking of sedimentation rate of the blood the day before 
operation. With the exception of the 4 cases of secondary 
haemorrhage, all patients went home well on the roth or r1th 
day after operation. 

The incidence of carcinoma of the cervix is believed to be 
greatly reduced by timely amputation and repair of the cervix. 
We have never encountered a case of carcinoma of the cervix 
following amputation of the cervix, but I understand that Dr. 
Oliver Chance has had 1 case, which will be mentioned in a 
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paper to be published shortly. If all cervices are carefully 
examined pathologically after amputation or repair, this com- 
plication should very seldom occur. 

Nuttall and Todd" and many others, in writing on car- 
cinoma of the cervical stump, deduced from their experiences 
that the possibility of death from stump carcinoma is not a 
weighty enough argument in favour of the universal substitu- 
tion of a total operation, provided that careful examination of 
the cervix was made before operation. 


Results of Examination, 


As I have already pointed out, every one of these patients 
Was examined by myself so that there is no discrepancy in 
opinion in the various degrees of healing noted. When a 
cervix is noted as being completely healed it means that there 
is not the smallest evidence of erosion or ectropion. The number 
of cases in which erosion or ectropion was noted was extremely 
small, and in most patients, if examined pre-operatively, it 
would be considered unnecessary to operate on the condition; 
72 of the cases were completely healed and the patients had 
not any symptoms. 

A small ectropion occurred in 16 patients, of which 8 
followed trachelorrhaphy, 6 Schroeder operation, and 2 circular 
amputation. 

A small erosion was present in 10 patients, 3 after trach- 
elorrhaphy, 4 after Schroeder’s operation, and*3 after circular 
amputation. Two were fibrous and very irregular, which was due 
‘ to excess of connective tissue surrounding the cervix and vault of 
the vagina. One of these patients was symptomless and had re- 
ceived much benefit from the operation. The other stated that she 
had not received any benefit, had dysmenorrhoea and suffered 
from backache and pain in the loins. Both of these complications 
occurred after circular amputation. Severe endocervicitis, in which 
the external os did not show any abnormality but profuse dis- 
charge was exuding from it, occurred after a circular amputation 
of the cervix. Two cases showed only fair results, some erosions 
and ectropion still being present. One of these occurred after 
trachelorrhaphy and the other after circular amputation. 

There was only one really bad result and that occurred 
after a Schroeder amputation. The patient did not receive 
any benefit from the operation, had moderate discharge and 
lower abdominal pain. The cervix was eroded and torn and 
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there was profuse discharge. She came back to the hospital 
for a further repair, in which a circular amputation was per- 
formed, and 6 weeks after the operation the cervix appeared 
to be healing well. ; 

It will thus be seen that there were 31 cases in which a 
perfect result was not achieved, but of these only 3 could be 
called failures. Thus 70 per cent of the patients were com- 
pletely cured and 97 per cent had received much benefit from 
the operation. 

In conclusion, it may seem that authorities of the last 
century have been taken.as guides more than those of the 
present century. From the observations described in this 
paper it seems that we should be more conservative in the 
nature of amputation and repair of the cervix. In young women 
of the child-bearing age, trachelorrhaphy should always be 
performed whenever there is a tear of the cervix. For 
erosion a Schroeder, or a limited circular amputation, using 
the Sturmdorf suture, seems to give the best result. Circular 
amputation should only be performed when there is a large 
erosion and laceration, and if it is clear that the cervical canal 
is grossly infected, a more extensive Sturmdorf may be per- 
formed. 

There is no doubt that the presence of the cervix (no matter 
how little of it) is conducive to the comfort of the patient, 
both in her personal feelings and marital relations. On one 
occasion I have gone so far as to perform an Emmet’s 
trachelorrhaphy and, in addition, a sub-total hysterectomy for 
a fibroid. 

Sterility has sufficient causes without adding to them by 
radical operations of the cervix, and Emmet was right when he 
said that trachelorrhaphy increased the fertility, for I have 
shown in this paper that 23 out of a possible 30 patients 
following trachelorrhaphy became pregnant. 

Bonney” terminated a very fine paper on “‘ The Fruits of 
Conservatism’ by the following, which I think should be 
realized by all gynaecologists: ‘‘Timidity in abandoning 
courses proved at least to ensure physical recovery, though 
purchased at a possible psychological cost; the fetters welded 
_ by teachers on the imaginations of the taught, and the docile 
sinking of the individual outlook in the mass view of a school; 
it is these that maintain the older, harsher methods. I have 
shown that they can be replaced by an equally safe conser- 
vatism which is not only much more beneficent, but bespeaks 
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that compassionate artistry of mind, unguided by which sur- 
gery is scarcely worthy of being reckoned amongst the arts.”’ 
I am very indebted to Professor A. H. Davidson and Dr. 
Bethel Solomons for permission to publish the results of this 
investigation, as many of the cases were operated on by them. 


CONCLUSIONS 

1. During 9 years, 302 patients were operated upon, and com- 
munication was made asking them to come for re-examination; 
of these only 104 attended. 

2. The operations were either Emmet’s trachelorrhaphy, 
Schroeder’s amputation or circular amputation. 

3. Ninety-four received much benefit from operation, 
backache being the commonest remaining symptom. 

4. Seventy had no discharge after operation. Three had 
a worse discharge after operation than before. The remainder 
were improved by operation in this respect. 

5. Trachelorrhaphy gave the best results for fertility, 23 out 
of a possible 30 patients subsequently becoming pregnant. 

6. Examination revealed that 72 cervices had completely 
healed, one was a bad result and the remainder showed various 
degrees of slight ectropion or erosion. 

7. Not any cases of carcinoma of the cervix have been 
encountered after amputation or repair. 

8. In 115 cases of cervical amputation or repair performed 
during the past 2 years, 4 of the patients developed a secondary 
haemorrhage within 14 days of operation. In the same series 
sepsis of any kind was absent. 
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Cullen's Sign 
BY 
STANLEY Way, M.R.C.S., L.R.C.P., M.R.C.O.G. 


From the Department of Gynaecology and Obsteirics, the 
Medical Schooi, King’s College, Newcasiie-on-T 


THE best description of Cullen’s sign that has yet appeared in 
the literature is that of Schumann,’ namely, peri-umbilical 
ecchymoses. The sign is due to the presence of blood pigments 
in the abdominal wall, usually in the region of the umbilicus 
or near operation scars, which look exactly like bruises. This 
sign appears to be of great rarity, for as far as I can ascertain 
it has only been described in the literature on 45 occasions, 
referred to on two other occasions, a similar sign mentioned 
twice, and in this paper I record 3 more cases; making 52 in 
all. Of the 45 cases 7 were not true Cullen’s sign, but cases 
of what I call pseudo-Cullen sign, or Hofstatter’s sign. His 
name has never been given to this sign, but, as I shall show, 
he was the first to describe this “‘ Modification of Cullen’s 
sign.”’ 

As a student I heard nothing of the sign, and first read of 
it in Zachary Cope’s book ‘‘Early Diagnosis of the Acute 
Abdomen ”’ in which he says that it is “‘an inconstant sign of 
ruptured ectopic gestation.’’ The sign was first described by 
Professor T. S. Cullen’ in 1918, and published in that year in 
the American Journal of Obstetrics. It was an account of the 
proceedings of the 43rd annual general meeting of the American 
Gynaecological Society, held at Philadelphia, May 16th to 18th, 
1918. It was a very short clinical memorandum entitled ‘‘ A 
New Sign in Ruptured Extra-uterine Pregnancy.’’ The patient 
was a woman aged 38 who suddenly developed abdominal pain 
and distension. She was seen by Cullen 3 weeks later, and the 
umbilical region was bluish-black. History of injury was absent. 
Cullen diagnosed the presence of haemoperitoneum by a 
process of analogy from a case reported by Ransohoff in 
1905. He opened the abdomen and found a right ruptured 
tubal gestation and 14 quarts of free blood in the peritoneal 
cavity. The case of Ransohoff** referred to by Cullen was 
first recorded in 1905. The patient was a man aged 53, who 
showed vague abdominal signs and after some time the umbili- 
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cus and the surrounding region was stained a saffron-yellow 
colour. Laparotomy revealed a ruptured common bile duct, 
and the abdominal cavity contained a large quantity of free 
bile. Two popular beliefs have arisen from these descriptions; 
firstly, that the sign is seen only in-connexion with ruptured 
ectopic gestation and, secondly, that a large quantity of free 
blood in the peritoneal cavity is essential for its appearance. 
Neither of these statements is correct. 


Pseudo-Cullen Sign. 


Before proceeding further it is necessary to consider the 
pseudo-Cullen sign, or Hofstatter’s sign. This consists of a 
blueing of the umbilicus due to the colour: of blood shining 
through an umbilical hernia. It has also been described in 
connexion with incisional and femoral herniae. The proof that 
this differs from Cullen’s sign is given in a case recorded by 
Esau’ in 1934. In his case both the colour shining through an 
. umbilical hernia and the peri-umbilical staining were present. 
At the operation a piece of omentum surrounded by blood was 
found adherent to the hernia. When this was released and the 
blood mopped away, the blue colour at the umbilicus disap- 
peared, but the staining around persisted. This is the only 
case in the literature in which both signs appeared together. 
There are seven references to the appearance of the pseudo- 
Cullen sign in the literature °****°".’*. The sign was first 
described by Hofstatter in 1909.° It is interesting to note that 
many continental writers refer to true Cullen’s sign as the 
Hofstatter-Cullen-Hellendall sign. A perusal of the literature 
shows that these two authors have only described the pseudo- 
Cullen sign, and there is not any evidence to show that they 
have ever seen the true Cullen sign and, therefore, have no 
claim to associate their names with the American in the des- 
cription of the sign. 


Grey Turner’s Sign. 


Cullen’s sign has been described in connexion with acute 
pancreatitis and further reference will be made to this later; ‘ 
a sign bearing a resemblance to Cullen’s sign has been des- 
cribed by Grey Turner’’ and referred to by Hamilton Bailey 
and others. Grey Turner described 2 cases showing the sign. 
The areas of discoloration were the size of the palm of the hand 
and dirty brown in colour. In both cases a moderate amount 
of dirty brown fluid was found in the abdomen. The areas were 
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raised and oedematous. In the first case the staining was around 
the umbilicus, but in the second it was situated in both loins. 
At the post-mortem examination on the second case the pan- 
creas was found to be represented by a slough, and dissection 
showed a track leading directly to the stained areas of skin. 
Grey Turner considers that it is due to the direct action of the 
pancreatic ferments on the superficial tissues, and that in his 
first case the umbilicus was involved via the ligamentum teres 
hepatis. 


Diseases in which Cullen’s Sign Appears. 


As I have previously pointed out an error arose from 
Cullen’s original description, and it was thought that the sign 
was pathognomonic of ruptured ectopic gestation. One has 
only to think of Ransohoff’s original case to see that it can occur 
with any cause of haemoperitoneum. By chance it happened in 
his case that the bile was escaping from a ruptured common duct, 
but the sign would probably have occurred just the same if the 
escape had been from the gall bladder or any other part of the 
‘biliary tract. Cullen saw a blue instead of a saffron-yellow 
discoloration, and argued rightly that its cause was blood. It 
so happened that the bleeding was coming from a ruptured 
Fallopian tube, but it is reasonable to suppose that the sign 
would. have appeared from any other cause of haemoperitoneum. 
Beckwith Whitehouse'’ says that it is not pathognomonic of 
extra-uterine gestation, but may occur with any intra-peritoneal 
haemorrhage. This statement is partly correct, but it will be 
seen that the sign can occur without intra-peritoneal haemor- 
rhage. The accompanying table shows the number and dis- 
tribution of the cases recorded. For the sake of completeness 
the cases of Grey Turner’s sign and Hofstatter’s sign are in- 
cluded. 


Cullen’s Hofstatter’s Grey Turner’s 


Disease sign sign sign 
Acute pancreatitis 8 2 
Haematoma of rectus sheat I 
Hepatic haemorrhage I 
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(5) Cases described, the literature of which I have been unable to 


obtain. 
(2) Cases apparently not recorded, but mentioned at \ scientific meeting. 


Ectopic gestation contributes by far the largest percentage 
in the above table, which is not surprising when one considers 
that this must be the commonest cause of haemoperitoneum. 
It seems rather strange that acute pancreatitis should come 
second on the list and not ruptured uterus but in most of the cases 
described there was a considerable amount of blood-stained fluid 
in the peritoneal cavity. It was not until 1937 that the sign was 
recorded in connexion with ruptured uterus. This was by Gerrard’® 
of Manchester. Two others recorded here by myself and two 
others mentioned in connexion with Gerrard’s paper complete 
the list. There remain 4 miscellaneous disorders. It is of 
interest to note that the sign has been recorded by Petrivalsky,’* 
Fallis, * and myself on 3 occasions each (the largest number 
recorded by a single observer), yet neither of us has seen it in 
connexion with ectopic gestation. 

It will be seen from the table that 5 other cases in con- 
nexion with ectopic gestation have been recorded. I have had 
no opportunity’ of qbtaining the journals concerned and am, 
therefore, not in a position to include them in the following 
analysis 21, 2, 28, 


Ectopic Gestation. 


The first case described was Cullen’s, mention of which has 
previously been made. Since 1918 the following cases have 
been described : 

Novak™ gives a short description of 2 cases which he has 
observed. In both there was a greenish-yellow discoloration 
around the umbilicus, and a considerable quantity of free blood 
in the peritoneal cavity. He reproduces an excellent colour 
plate of Cullen’s original case. As regards the aetiology he 
believes that blood tracks through the lymphatic anastomosis 
around the umbilicus. 

Jackson® observed the sign in an obese woman. It was 
not seen at first, but when the room was darkened and a strong 
light shone on the umbilicus it became quite obvious as 
a greenish-yellow stain. At the operation there was an un- 
ruptured tubal pregnancy, an ovarian cyst and gross haemo- 
peritoneum. 

Strube.** In this case the sign appeared 17 days. before 
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evidence of tubal abortion occurred. By the time laparotomy 
was performed the sign was gone. Much free blood was found 
in the peritoneal cavity. 

Pfeiffer. This case was recorded by Frankel.*’ The sign 
appeared here 7 weeks before laparotomy was performed. An 
unruptured ectopic gestation without haemoperitoneum was 
found. 

Gold.** A blue stain appeared in a midline laparotomy scar 
which did not show any evidence of hernia. A ruptured ectopic 
was found at the operation. There was, in this case, a history 
of injury to the abdomen with a stick 2 weeks previously. 

Solojew*® remarks that he has seen the sign once only in 
over 100 cases. The diagnosis was in doubt until 3 days after 
admission, when the sign appeared. Its distribution was around 
the umbilicus, suprapubically, and near the anterior superior 
spine of the ilium. Laparotomy was performed and revealed 
a ruptured ectopic. 

Forgue.** The only feature of interest in this case is that 
the omentum was adherent to the umbilicus. There was no 
hernia. 

Lavell,*’ in a review of his experience of ectopic gestation, 
states that in many cases he has only seen the sign twice, and 
that this occurred in the same patient in successive ectopic 
pregnancies. 

Behney” states in a similar review that it has appeared once 
in his experience of 167 cases. He describes it as ‘a blue disc 
around the umbilicus, which is an inconstant sign in ectopic 
gestation.’ 

Tanner.** This case occurred in 1931. On October 17th the 
patient had a sudden attack of abdominal pain, and 3 days 
later observed some bruising on her abdominal wall. On the 
30th she again had severe pain and was admitted to a nursing 
home. When seen by Tanner a day later there was bruising 
just below the skin, shaped like a circle the centre of which 
was free from staining. It was situated to the right and below 
the umbilicus which was stained red. Laparotomy revealed a 
ruptured ectopic and gross haemoperitoneum. The author holds 
the view that blood permeates the lymphatic anastomosis. This 
publication drew forth a letter from Blair-Bell** in which he 
said that he knew of the sign although a recent search of his 
writings fails to find any mention of it. Also arising out of 
Tanner’s case Gordon,** of Newark, N.J., stated that he had 
seen the sign once in many cases of tubal pregnancy. 
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Schmitz.** In his case a blood red stain appeared in close 
proximity to an old appendicectomy scar to which omentum 
was adherent, and in which there was no hernia. 


Esau.* This case has been referred to previously as the only 
one in which Cullen’s sign and Hofstatter’s sign appeared 
together. Esau claims that this was a case of ovarian preg- 
nancy. 


Stabler.*” ** In this case the patient had an attack of 
abdominal pain and noticed some bruises on her abdomen. 
She consulted her doctor, who at once recognized the sign and 
sent her to hospital with a diagnosis of ectopic gestation. One 
inch below the umbilicus and to the left was a black mark 
shaped like a comma, j{ inch by { inch. A little lower was a 
bruise, blue in colour, and one inch in diameter, while supra- 
pubically and to the left of the mid-line was a fresh bruise, 
reddish-purple in colour and 23 inches in diameter. Stabler 
diagnosed an intraligamentary rupture with blood tracking 
along the course of the round ligament. Operation, however, 
revealed an unruptured tubal pregnancy. Stabler is now of 
the opinion that an abnormal aperture, or break in the con- 
tinuity of the peritoneum, is essential for the appearance of the 
sign. He has not seen it in any other case in his large experience 
of ectopic gestation. 


Smith and Wright.** These two writers quote 2 cases. The 
first was in a woman aged 47, and the sign appeared near an 
appendicectomy scar in which there was no evidence of hernia. 
Pain had been present for 5 days before the appearance of the 
sign. The second case was in a woman aged 4o. This sign 
was very faint and was seen better in the strong light of the 
operating theatre. It faded 2 weeks after operation. 


Brady.** The patient was aged 35 and had had an appendi- 
cectomy in 1923. She complained of pain and irregular vaginal 
bleeding. She noticed that the appendicectomy scar had turned 
a dark blue colour. This happened 2 weeks after the onset of 
the irregular bleeding, and when admitted to hospital was 
gradually getting less. On examination the centre of the scar 
was bluish black and the surrounding area various hues. The 
umbilicus was normal. There was no hernia but the scar was 
thin. At the operation a left ruptured ectopic was discovered 
with 200 c.cs. of free blood in the abdomen. The discoloration. 
did not disappear entirely until 2 weeks after the patient re- 
turned home from hospital. 
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Hofstatter’s Sign. 

For the sake of completeness short descriptions of these cases 
are included. 

Hofstatter® * described 3 cases of blood shining through 
hernial sacs. Two were umbilical and one ventral. 

Schmid.* Umbilical hernia, in 1913. . 

Hanak.’ Incisional hernia, in 1915. 

Hellendall.’* Umbilical hernia. 

Souligoux and Laquiere.’* Femoral hernia. The diagnosis 
made was one of strangulated hernia. A ruptured ectopic was 
found at the operation and the hernial sac was full of blood. 


Acute Pancreatitis. 


Reference in this connexion has already been made to Grey 
Turner’s sign, which will not here be considered further. The 
earliest mention of Cullen’s sign in this disease was made by 
Johnson” in 1930. This patient showed a deep circle 13 inches 
in diameter around the umbilicus stained a deep yellow colour. 
Laparotomy revealed acute haemorrhagic pancreatitis. Drainage 
and cholecystostomy were performed and the patient recovered. 

Petrivalsky’’ recorded 3 cases of his own and one of 
Stutzer’s.*” He subscribed to the lymphatic theory of origin. 

Fallis** described 3 cases of his own. In the first case, a 
woman aged 68, the sign appeared after 3 days of severe 
abdominal pain. The diagnosis was made on the appearance 
of the sign. Death followed laparotomy. In the second case 
the sign was seen only in the strong light of the operating 
theatre. In the third case (a male) there was a haemorrhage 
in the left half of the transverse meso-colon. These last 2 cases 
recovered. Fallis is the only person in the literature who. 
recognizes the difference between Cullen’s sign and that of 
Hofstatter. He also quotes 2 other cases of the same disease 
in which there was severe intra-peritoneal bleeding, and in which 
the sign did not appear. 


Ruptured Uterus. 


Gerrard"* was the first to record the sign in a case of rupture 
of the uterus. His patient was pregnant for the second time. 
Her first labour had been terminated by an upper segment 
Caesarean section after a long trial labour. There was some 
morbidity in the puerperium. At the time Gerrard saw her 
she was 37 weeks pregnant. Two days before he saw her 
she had an attack of abdominal pain. Some time later she 
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noticed a red stain on her umbilicus. At the time of examina- 
tion she had no complaint, but around the umbilicus was a 
reddish stain the size of a shilling. The diagnosis was made 
on the appearance of the sign and laparotomy was performed. 
There was no haemoperitoneum, but a clot 2 inches by I inch 
was found attached to the old scar. When this was removed 
a rent in the old uterine scar I inch in length was found. 
Caesarean section was performed. Gerrard said that he could 
not find any reference in the literature to a similar case. In 
a discussion on this case at a meeting of the North of England 
Obstetrical Society, W. Gough** and W. D. Galloway“ each 
said that they had seen a similar case. Gerrard‘ is quite 
definite that he would not have made the diagnosis if the sign 
had been absent. This brings me to my first personal case, 
the story of which is as follows: 

The patient was pregnant for the fourth time and was 
admitted to hospital on May 26th, 1939. She had had two 
normal deliveries at term, the last one in 1929. She was 
admitted to hospital in 1934 in her third labour, which was 
obstructed by the presence of a large cervical fibroid. Upper 
segment Caesarean section was performed. Six months later 
the fibroid was removed by myomectomy. She was admitted 
at 5.30 p.m. on account of an attack of abdominal pain 12 
hours previously. This had lasted 2 hours and there had been 
a slight show. On admission she had no complaints, her pulse- 
rate was go and her temperature normal. She was 36 weeks 
pregnant and the foetus was lying transversely. There were 
2 abdominal scars, one a mid-line infra-umbilical incision 
through which the myomectomy had been performed and the 
other a paramedian, partly infra-umbilical and partly supra- 
umbilical through which the Caesarean section had been per- 
formed. This latter scar was very thin, but was not the site 
of the hernia. In the centre was a reddish-purple dot about a 
; inch in diameter. The os was closed, the pelvis normal, and 
fibroids were not present. I was suspicious that this might be 
Cullen’s sign, but the patient’s condition was so good that I 
saw no reason to interfere. The next day her pulse was normal 
and she did not complain. The findings were the same. The 
following day, 28th, I was demonstrating.abdominal palpation 
to the students and chose this patient as a subject. What I saw 
when the bed clothes were removed certainly surprised me. I 
found not only one small purple dot, but four, and three greenish- 
yellow patches looking like bruises and arranged around the 
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umbilicus. The largest was oblong and measured 2 inches by I 
inch. It was situated to the right and just above the umbilicus. 
The two others were circular in shape and about 1 inch in dia- 
meter. One was I inch to the left and level with the umbilicus, 
the second was situated over the linea alba and 2 inches below 
the umbilicus. There were no signs of internal haemorrhage, and 
no change in the previous findings except that the foetus was 
more easily palpable and was now lying as a breech. Kehr’s sign 
(shoulder pain) was absent. I performed a laparotomy 2 hours 
later. The foetus, placenta, and membranes were lying loose and 
complete in the abdominal cavity, which contained a large 
number of clots and a considerable amount of free blood. The 
uterus was well retracted and empty, and not larger than it would 
have been at 4 months. The old scar had given way in its 
entire length. The myomectomy scar was visible and intact. 
The omentum was not adherent to either abdominal scar. The 
scar was resutured, the patient sterilized, and the abdomen 
closed. There was wound sepsis in the puerperium. Cullen’s 
sign disappeared by the oth day. The patient has since re- 
mained well. 


My second case was admitted to hospital on January r6th, 
1940. She was a booked case, but came in as an emergency 
at the 27th week of pregnancy. She had a contracted pelvis 
and had had 5 previous upper segment Caesarean sections. 
At 2 a.m. on the day of admission she was seized with violent 
abdominal pain and had a slight show. She was admitted at 
8.30 a.m. complaining of severe abdominal tenderness. There 
was some rigidity, and the foetus was palpated with extreme 
ease. There was dullness in both flanks and Kehr’s sign was 
present. A diagnosis of ruptured Caesarean scar was made. 
All the operations had been performed through the same 
abdominal incision, which, however, did not show any sign 
of hernia. In addition the patient was suffering from a severe 
attack of influenza, her temperature was 103°F., pulse-rate 116. 
Cullen’s sign was absent. Operation was performed under local 
anaesthesia 13 hours later. While the skin preparation (pure: . 
Dettol) was being applied a student drew my attention to the 
umbilicus. It was now coloured reddish-purple. When open- 
ing the abdomen I spent a considerable time in dissecting the 
abdominal wall to see if I could find out how the staining came 
about. The previous skin incisions had not involved the 
umbilicus. Cutting into this structure revealed the presence 
of fluid blood in the subcutaneous tissues. This blood appeared 
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to be coming from the rectus sheath. This structure was intact 
anteriorly, and when opened it was found to contain fluid blood. 
On retracting the muscle the posterior layer was found to be: 
inefficiently repaired in some places. When the peritoneum 
was opened a small piece of omentum was found incorporated 
in the old scar and sticking through into the rectus sheath. 
Along this piece of omentum blood was running and gaining 
entrance to the rectus sheath. The foetus, placenta, and mem- 
branes were found lying free amidst a considerable quantity 
of fluid and clotted blood. The old uterine scar had given way 
completely. It was resutured, the patient sterilized and the 
abdomen closed. The next day the colour of the umbilicus 
had changed to a greenish-yellow, but the area had not in- 
creased. The sign had gone by the 8th day. The patient made 
a good recovery. 


Haematoma of the Rectus Sheath. 


This is my third personal case and as far as I can discover 
the only one of its type recorded. This patient was a woman 
aged 46, admitted to hospital, under the care of a physician, 
in November 1938, with a diagnosis of cardiac failure and 
auricular fibrillation. She complained of severe breathlessness, 
palpitations, swelling of the legs and a bad cough. The sputum 
contained blood. There was some vomiting. For a week prior 
to admission she had had a severe pain in the left side of the 
upper abdomen which had appeared suddenly after a very bad 
bout of coughing. On examination she was found to be suf- 
fering from cardiac failure associated with mitral stenosis. 
There was a large hard tender mass on the left side of the abdomen 
extending from the costal margin to three fingers’ breadth 
below the umbilicus. When seen on December 12th, 1938, she 
had a very well marked Cullen sign, consisting of 5 “‘ bruises ’’ 
each about 1 inch in diameter. They were all situated on the 
left side over the lump. “Two were above the level of the 
umbilicus, 2 below, and one level with it. The umbilicus was 
not discoloured. On January 5th, 1939, laparotomy was per- 
formed. By this time the sign had disappeared. At operation 
it was found that there was nothing abnormal in the peritoneal 
cavity, and that the swelling was in the abdominal wall. The 
abdemen was closed and a fresh incision was made over the 
swelling. It proved to be a large haematoma of the rectus 
sheath originating from a ruptured superior epigastric artery, 
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presumably brought about by a violent fit of coughing. 
Recovery was uneventful. 


Other Diseases Showing the Sign. 


There are 3 cases in this group, 2 of them described by 
Schumann.’ The first case was diagnosed as an ectopic gesta- 
tion on the strength-of the presence of the sign. It proved to 
be an intra-uterine pregnancy complicated by a bilateral pyo- 
salpinx. The second was a case of fatal intra-peritoneal bleed- 
ing from the liver due to post-operative acute yellow atrophy 
of the liver. The last case is recorded by Busch ** and occurred 
in a woman aged 60. 

Laparotomy revealed the presence of an ovarian cyst. There 
was no blood in the peritoneal cavity. I do not know how 
to explain this case and wonder ‘if it really was a case of Cullen’s 
sign. Miles Phillips‘? has mentioned a case in which the sign 
appeared without any haemorrhage. He does not say that it 
was a case of his, and it may well be Busch’s case that he was 
quoting. 

' Although it is impossible to give any figures, or to get any 
idea of the incidence of the appearance of Cullen’s sign, it will 
be seen from this paper, which is based on an almost complete 
review of the literature since 1900, that it is very rare. There 
are references in the literature emanating from men of great 
experience who state specifically that they have never seen 
the sign, although in many years of work they must have handled 
many cases of ectopic gestation. Luker,** in a short review of 
the signs and symptoms presented by cases of ectopic gestation 
admitted to the London Hospital over the course of a long - 
period, does not make any mention of the sign. 


Mode of Origin. 


Most authors have been content to describe cases in which 
the sign has appeared and only a few have attempted to ex- 
plain how it arises. Three theories have been advanced, viz. : 
I. The simple soaking through of blood pigments from the 
peritoneum to the skin; 2. Blood pigments reaching the 
abdominal wall via the lymphatics; 3. Spread by means of 
an abnormal aperture in the peritoneum other than a hernia. 

1. The soaking through theory. This theory was put for- 
ward by Ransohoff, who assumed that the stain was due to 
the substance in the peritoneum (in his case bile) soaking 
through the tissues of the abdominal wall. Why this should not 
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take place in every case of haemoperitoneum, if the theory is 
correct, is difficult to see. On the other hand why it should 
occur with only a few ounces of blood in the pouch of Douglas | 
is equally incomprehensible. No other writer supports this 
theory. 

2. Lymphatic spread. It is said that there is a very free 
anastomosis between the lymphatics of the peritoneum and the 
skin lymphatics of the abdominal wall, and that this anastomosis 
takes place around the umbilicus. It is assumed, therefore, 
by some authors that it is through this anastomosis that the 
blood pigments reach the abdominal wall. There must be 
thousands of cases of haemoperitoneum occurring annually in 
the world. This lymphatic anastomosis is normal and is not 
a freak of nature and, therefore, is present in every individual. 
Why, then, do we not encounter thousands of cases of Cullen’s 


sign? Petrivalsky subscribes to this theory and overcomes 


the question that I have just raised by an explanation that 
Americans would rightly call phoney. He claims that if the 
omentum is normal and reaches to below the umbilicus then 
the blood lies behind it and is shut off from the umbilicus and 
the sign does not appear. If, however, the omentum is short 
then the blood does come in contact with the umbilicus, and the 
sign appears. I have many times seen the omentum reaching 
to below the umbilicus with blood lying im front of it. Also 
in some of the cases recorded there were only a few ounces 
of blood lying in the bottom of the pelvis and never coming 
anywhere near the umbilicus. Tanner and Novak also believe 


in this theory of lymphatic permeation. 


3. Spread by means of an abnormal aperture. This is the 
theory which I support. Other supporters in the literature are 
Stabler and Gerrard. The belief is that blood escapes into the 
subcutaneous tissues from the confines of the peritoneal cavity 
through an abnormal aperture which may be either congenital 
or acquired, such as an operation scar. Abnormal apertures in 
‘the peritoneum are very rare; the anatomy and surgery books do 
not make any reference to them. Cullen’s sign is also very rare. 
The visceral and parietal peritoneum have a different embryo- 
logical derivation and the junction of the two might form the . 
site of such an aperture. Several cases have occurred in opera- 
tion scars where there might be breaks in continuity. In one 
of my cases I found such a break through which blood was 
gaining entrance to the rectus sheath. Once blood has entered 
this structure there are numerous apertures in the anterior 
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layer through which vessels and nerves are transmitted, and 
through which blood could enter the subcutaneous tissues. In 
this case also a piece of omentum was forming a track along 
which the blood was running, and in several other cases re- 
corded the omentum was adherent either to the umbilicus or 
to operation scars. 

Lavell*’ in many cases of ectopic gestation has seen the sign 
only twice, and this occurred in the same patient who had 
successive ectopic pregnancies. If this theory is correct it is 
to be a$sumed that if the sign appears once it should appear on 
every subsequent occasion in which the patient gets a haemo- 
peritoneum. Conversely Hodgson** handled two successive 
ectopic gestations in the same patient and on neither occasion 
did the sign appear. I have also met a similar case. 

How to explain the presence of the sign where no haemor- 
rhage occurs anywhere as in Busch’s case and one of Schu- 
mann’s I do not know. 


Summary. 


I. Cullen’s sign is described. 

2. The difference between Cullen’s and Hofstatter’s signs 
are pointed out. 

3. An analysis of the conditions giving rise to the sign is 
given. 

4. A detailed review of the literature is given. 

5. Its rarity is stressed. 

6. A description of three personal cases is given. 

7. Theories of its mode of origin are put forward. 

8. It is assumed that the sign indicates the presence of blood 
in the peritoneal cavity or rectus sheath. 
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INTRODUCTION 


More than a decade has passed since Herrick and Tillman first 
pointed out that the woman who develops hypertension during 
pregnancy has a high chance of developing persistent hyper- 
tension subsequently. We' have fully discussed this question 
recently and, from the results of a comparable long-term follow- 
up, Browne and Dodds have published figures which fully sub- 
stantiate those of Herrick and Tillman. 

The experimental pathology of hypertension has made great 
progress during the past few years and Pickering,” who has 
added so much to our knowledge, has summarized the present 
position in his Herzstein Lectures. There is a rapidly increas- 
ing literature on the subject, and a short survey might be of 
value. Pickering’ and Prinzmetal and Wilson* showed inde- 
pendently that in so-called simple hypertension, malignant 
hypertension and in nephritic hypertension the basic fault was 
_a hypertensivity of the small vessels which was not nervous, 
and, therefore, presumably chemical in origin. Pickering and 
Prinzmetal’ then repeated the long-forgotten work of Tigerstedt. 
and Bergman,‘ and confirmed the fact that in the rabbit kidney 
there is a relatively powerful pressor substance. This substance 
was called “‘renin.’’ Many authors have now repeated these 


*My friend and colleague Sutherland died of wounds received while 
attending to wounded in the field in May 1940. R. J. K. 
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experiments and we have been using renin obtained from the 
rat and rabbit kidney for a considerable time and with. con- 
sistently good results. Goldblatt’ and his colleagues introduced 
a method of producing hypertension in the experimental animal. 
It was found that by constricting the renal artery an one or 
both sides hypertension would invariably be produced. In the 
dog and rat the hypertension is readily obtained but in the 
rabbit hypertension is slow in appearing and the application 
of the clip is technically difficult. We have utilized Goldblatt’s 
method in the dog and rabbit for routine work, and it far sur- 
passes all other methods. In fact it has become apparent that the 
only reliable method of producing sustained hypertension in 
the animal is by reducing the blood-flow through the kidney. 
For, instance we have shown that the hypertension resulting 
from oxalate or serum nephritis in the rabbit can be relieved 
immediately by stripping the renal capsule or by denervating the 
renal artery, and thus allowing an increased blood-flow to the 
kidney. (Arnott and Kellar.*) One interesting fact has emerged 
and deserves notice. In the rat and in man reduction in the 
blood-supply to one kidney alone is sufficient to produce per- | 
sistent hypertension. The removal of the affected kidney will 
cause the blood-pressure to return to normal. The bulk of 
clinical and experimental evidence seems to show that hyper- 
tension in its common forms is due to vaso-constriction produced 
by a pressor substance. The substance is released by the kid- 
ney when its adequate blood-supply is interfered with. The 
cause of the initial reduction of the blood-flow to the kidney in 
essential hypertension is unknown. But it has now been fre- 
quently shown that arteriolar thickening invariably appears as 
a response to prolonged hypertension, and as this affects the 
kidney it will further reduce its blood-supply and accentuate 
the hypertension. In chronic nephritis, pyelonephritis and renal 
lithiasis the glomerular, vascular and interstitial fibrosis will 
account for the reduction of the blood-flow. 


THE NATURE OF HYPERTENSION IN PREGNANCY* | 


Before we can apply any of the recent knowledge on hyper- 
tension in general to that appearing in pregnancy it is essential 
oe? The details of this work would have normally been presented 
separately, and this short aécount scarcely does justice to the importance 


of the.results. We.may be able to publish the details of this section more 
fully at a later date. ‘ é 
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to discover whether or not their nature is identical. In other 
words, is the hypertension of pregnancy toxaemia of nervous 
origin or, like the greater groups of hypertension, does it owe 
its origin to a pressor substance ? 

The method employed was that devised by Pickering.’ It 
is known that by raising the body temperature all vaso-con- 
strictor nervous tone is abolished from the hand. The amount 
of heat lost from the hand can be very simply measured by a 
calorimeter and a sensitive thermometer. If hypertensions were 
due to nervous over-action then warming the patient would 
remove this action from the hand, and, as the blood-pressure 
during the experiment remains relatively constant, much more 
blood would pass through the hand with a great increase in its 
heat output. If the hypertension were due to a pressor sub- 
stance an increase in the blood-flow to the hand would not occur 
and the heat output would show normal values. We carried 
out this method on 35 cases of toxaemia showing hypertension, 
and on 22 normal pregnant women. The experiment was per- 
formed during the hypertensive phase and after delivery when 
the pressure had returned to normal. In some it was possible 
also to carry out calorimetry before delivery when the pressure 
had returned to normal after treatment. In every case the heat 
output of the hand was within normal limits. We were able 
to conclude, therefore, that the nature of hypertension in preg- 
nancy was similar to that of essential hypertension in that there 
Was no nervous over-action and that the ultimate cause was 
most probably of chemical origin. 

If, as we are now realizing, a relatively large proportion 
of women showing hypertension in pregnancy are destined to 
develop essential hypertension during the following degade what 
causes can operate during pregnancy to unmask this latent 
tendency? If it be true that the origin of hypertension in preg- 
nancy is chemical, and bearing in mind the whole trend of 
recent work, we can analyse the possible causes as follows : 

1. The cause may be purely mechanical. The pressure of 
the gravid uterus on the sluggish ureteric flow of pregnancy 
-might impede the renal circulation and allow the escape of - 
increased amounts of pressor substance. Paramore has for long 
argued that increased abdominal pressure impedes the renal 
circulation and some authors have claimed that ureteric drain- 
age will improve the signs of toxaemia. The relatively abrupt 
termination of hypertension after delivery is often striking. It . 
might be argued that the release of pressure in and about the 


489 


JOURNAL OF OBSTETRICS AND GYNAECOLOGY 


kidney allows a return to normal renal blood-flow and renin 
output. The common mild recurrent toxaemia of pregnancy 
pyelitis would probably have its origin in a combination of 
increased abdominal pressure constricting the renal pedicle and 
in reinfection of the kidney with consequent stasis. If the con- 
dition progresses then fibrosis of the kidney occurs and pers‘s- 
tent hypertension will result. This hypothesis is attractive in 
so far as we now believe that hypertension during pregnancy 
occurs only in certain susceptible individuals. A rise in abdominal 
pressure which is insufficient to reduce blood-flow to the kidney 
with consequent release of renin is sufficient in a normal sus- 
ceptible individual. There are, however, certain objections. 
In a few cases of toxaemia, hypertension occurs very early, and 
before it would seem possible for abdominal pressure to rise, 
though such might be explained by enlargement of the ureter 
and compression of the renal veins in the pedicle. It cannot 
. explain readily the rapid amelioration of symptoms which occurs 
on the intra-uterine death of the foetus. 

2. It is possible that during pregnancy there might be an 
increased renin output from the kidney without reduction in 
renal blood-flow. At present all experimental evidence is against 
such a view. That some additional source of pressor substance 
might operate during pregnancy is possible. Thus the placenta 
might be a source if not of renin then of some similar sub- 
stance. é 

3. The major alterations in endocrine metabolism during 
pregnancy might in some way enhance the effects of a normal 
or increased renin output. O6estrin has been suspected, for 
instance, of intensifying the vaso-constrictor action of pituitrin. 

We cannot too strongly emphasize the fact that whatever is 
the cause of hypertension in pregnancy it must act on an indi- 
vidual who is, in the majority of cases, predestined to develop 
hypertension in later life. We have discussed this in a previous 
paper and shown how a childless woman is just as likely to 
develop essential hypertension as the toxaemic multipara. The 
_ strong familial trend of hypertension also points to a basic 
constitutional disturbance. On the other hand women who do 
not possess this basis may yet show hypertension in pregnancy 
when that cause operates strongly enough. They are unlikely 
_ to develop hypertension in later life unless in one pregnancy 
hypertension has been present long enough to damage the renal 
arterioles. In a large series of findings from toxaemic patients 
we did not find any evidence to support the view that long- 
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continued hypertension in a single toxaemic pregnancy would 
permanently cause thickening of the small vessels. In latent 
or sub-acute glomerulo-nephritis there is an obvious basis for 
hypertension in pregnancy and also in the chronic pyelo- 
nephritis of repeated pregnancies. In these conditions glomeru- 
lar and intestinal fibrosis has already seriously impeded the 
renal blood-flow, although not necessarily to a point where 
hypertension is evident before pregnancy commences. The 
onset of pregnancy brings into operation the pressor mechanism 
which soon unmasks any latency or accentuates an existing 
hypertension. We feel that this mechanism causing hypertension 
in a susceptible individual must be regarded as almost physio- 
logical. It will produce marked hypertension in any pregnant 
woman who has chronic glomerulo-nephritis, chronic pyelitis, 
or a constitutional predilection to essential hypertension and 
possibly in certain endocrine states. In a normal woman 
hypertension will not result unless the pregnancy mechanism is 
over-acting. The appended table (Table I) shows our sugges- 
tions clearly. 


RENIN AND THE PREGNANT ANIMAL 
METHODs. 


Renin. The full chemical properties of renin are not yet 
known. Briefly, it can be extracted from the cortex of mam- 
malian kidneys. It is destroyed by heat at 60°C. and by strong 
alkalis and acids. It remains stable for long periods at a cold 
temperature and is thus readily stored. Our preparations were 
made by Pickering’s method No. 1, the material consisting of 
a brownish powder. Blood-pressure in the experimental 
animals was’ recorded by the carotid loop method or ear capsule 
in the rabbit, and in the rat by aortic cannulation or by the 
tail oncometer method. Renin was always injected intra- 
venously and the dose from any given bulk sample was given 
according to the animal’s weight. Following the injection of 
renin the blood-pressure was recorded every 30 seconds for 
half an hour. 

Our results can be summarized as follows: 

(a) The pregnant doe is not more sensitive to renin than 
when non-pregnant. In these experiments the same does were 
used in the pregnant and non-pregnant state. 

(b) Weight for weight the kidney of the pregnant doe does 
not appear to contain more renin than the non-pregnant doe. 
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(c) Rabbit and rat placentae do not contain any renin-like 
‘pressor substance. 

(d) Normal human placenta tested on the rabbit and rat 
does not contain any renin-like pressor substance nor did the 
few infarcts which we extracted. 

(e) A group of non-pregnant does which had received 
50,000 to 100,000 I.B.W. of oestradiol benzoate did not show 
any increased sensitivity to renin. 

It was thus apparent that in the healthy pregnant rabbit 
and rat there was neither increased sensitivity to renin nor did 
the kidney contain abnormal amounts of renin. We were 
further unable to demonstrate any sensitizing effect of oestrins. 
The next step would have been to repeat these experiments in 
the hypertensive animal, or in one with experimental nephritis. 
The anatomical arrangements of a plantigrade animal and the 
fact that only woman suffers from toxaemia must always be 
borne in mind when interpreting such experiments. We could 
not demonstrate, on any occasion, renin-like substance in the 
placenta of animal or woman. 

More recently Page’® and his collaborators have published 
a series of papers on renin and pressor substances of allied 
physiology. Briefly, they have shown that for the action of 
renin an activator is required. When this renin activator com- 
bines with renin it forms a stable and strongly pressor substance 
which can be crystallized and which they have termed angio- 
tonin. Renin-activator can be found in the plasma and erythro- 
cytes and combines with renin in the proportion of 100 parts of 
activator to three parts of renin. The biochemistry is rather 
complex but these authors have opened up an enormous field of 
research into the biochemistry of hypertension and pressor 
substances. This new knowledge can be directly applied to 
hypertension in pregnancy. We have shown that the normal 
pregnant animal is not more sensitive to renin than the non- 
pregnant animal, and so far as we can at present ascertain 
the kidney contains no more renin than normal. The quanti- 
tative assay of renin is at present rather crude and these results 
must be accepted with reserve at present. There is no reason 
to suppose, however, that because the kidney, during pregnancy, 
does not contain any more renin than in the non-pregnant 
that it may not be secreting larger amounts. The whole 
question will no doubt be elucidated with the more precise 
knowledge of the chemistry of renin now available. One point 
should be borne in mind, and that is that experimentally the 
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only method of consistently producing persistent hypertension 
is by restricting the blood-flow to the kidney. 


SUMMARY 


1. It is shown that the nature of the hypertension occurring 
in pregnancy toxaemia is similar to that of essential and other 
chronic hypertensions in that it is of chemical origin. 

2. In the light of certain recent knowledge the possible 
causes of hypertension in pregnancy are discussed, it being 
emphasized that in the majority of patients an underlying patho- 
logical state exists before the onset of pregnancy. 

3. The results of some experimental work on renin in ‘preg- 
nancy are given. 


This paper has been written by one of us (R.J.K.) but we 
have frequently discussed the views expressed together. I know 
that Sutherland would have wanted me to thank our laboratory 
technician, Mr. Edward Simmonds, who helped us so greatly 
in our experimental work. Professor Young has always been 
willing and anxious to discuss with us our many difficulties 
and problems, and we owe much to him in releasing us as far 
as possible from the insistent claims of routine clinical and 
teaching work. 

R.J.K. (Middle East Force, 1940). 


This paper is published with the approval of Dr. Daley, 
Chief Medical Officer, London County Council. 
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Basic 
predisposition 
to essential 
hypertension 


Pregnancy I 


Pregnancy II 


Pregnancy III 


Future history 


Strongly present 


Toxaemia 


Toxaemia 


Toxaemia and 
? miscarriage 


Early death from 
hypertension 


Present Toxaemia Toxaemia . Death from hyper- 
tension in later 
life 

a 
Slight Toxaemia Toxaemia Toxaemia Probably death 
\ from other 
disease 
Hypertension 
present 
Absent I Normal Normal Normal — 
pregnancy pregnancy pregnancy 
or 

Absent II Normal Mild toxaemia Normal a 

pregnancy Pregnancy pregnancy 
pressor 
mechanisms 
over-acting 
Glomerulo- 
nephritis 
present Pregnancy I Pregnancy II Pregnancy III Future history 
Latent Toxaemia : Toxaemia — Death from neph- 
? mild ritis or possibly 
recovery 

Established Toxaemia Miscarriage —- Early death from 
second or third 
stage nephritis 

Pyelo-nephritis Pregnancy I Pregnancy II Pregnancy III Future history 

No toxaemia Mild toxaemia Toxaemia with Chronic ill health 
but acute with recur- or without eventually result- 
pyelitis rent pyelitis pyelitis ing in persistent 


hypertension 
or 
possibly recovery 


Norte: A mild pressor exciting mechanism probably exists in all preg- 
nancies and should be regarded as physiological although no doubt it 
over-acts in some pregnancies. 
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Infection of Bartholin’s. Gland with Bacillus 
Paratyphosus B”’ 


BY 


ANTHONY W. PurDIE, M.B., Ch.B. (Glas.), F.R.F.P.S. (Glas.), 
M.R.C.O.G. 


Obstetric Surgeon, North Middlesex County Hospital 


ALTHOUGH the gonococcus is a frequent cause of acute bartholin- 
itis, it is generally recognized that the condition may be the 
result of infection with any of the pyogenic organisms. It is 
rare, however, to isolate from the abscess-pus, as in the case 
now described, typhoid or paratyphoid bacilli. Such a finding 
raises interesting aetiological problems. 


Case History 


Mrs. C. E. P. was admitted on June 30, 1940, to the North 
Middlesex County Hospital with typical left-sided acute bartho- 
linitis of 3 days’ standing. She had felt well until 2 weeks 
before admission, when she began to feel tired, her appetite 
became poor, occasional vomiting occurred, and she experienced 
some diarrhoea. For the diarrhoea she was given medicine by 
her doctor, and, although this failed to relieve it entirely, her 
stools became normal in frequency 1 week before admission to: 
hospital. There were not any urinary symptoms. 

The menstrual history was perfectly normal, her last mens- 
trual period occurring 2 weeks before admission. She had had 
one child 17 months previously, the pregnancy, labour, and 
puerperium being normal. There was not any history of pre- 
vious illnesses; she had never been abroad, and had not had 
T.A.B. vaccine. 

On examination, her general condition was excellent: tem- 
perature, 98°F.; pulse-rate, 88; respiration-rate, 20. The heart, 
lungs, and abdomen appeared normal. A left Bartholin abscess. 
was present, and the pelvic findings were normal. 

On the day of admission, under nitrous oxide, oxygen and 
ether anaesthesia, the abscess was incised and a large quantity 
of pus evacuated, a specimen of which was sent to the bacterio- 
logist. The abscess cavity, which extended deeply alongside 
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the lateral vaginal wall, was packed lightly with gauze soaked 
in paraffin and acriflavine. Until her removal from the North 
Middlesex County Hospital her post-operative convalescence 
was normal. 

The following report on the pus was received : 


‘‘ Direct films show frank pus and gram-negative bacilli. 
Gram-negative non-lactose fermenting, motile bacilli have 
been cultivated. Biochemical reaction: acid, with gas pro- 
duction in glucose and mannite. This organism agglutinates 
with B. paratyphosus ‘ B’ specific sera.’’ 


In view of this unexpected finding, a blood Widal test was 


carried out, the result being ‘‘ positive paratyphosus ‘B’ I in 


250."’ The urine and faeces were then examined bacteriologi- 
cally and found to be negative for pathogenic organisms. 

On July 5, 1940, the patient was transferred to the Enfield, 
Edmonton and Potter’s Bar Isolation Hospital, where she con- 
tinued to be free from general symptoms, and her temperature 
remained normal. The abscess ceased discharging in approxi- 
mately one week, and was healed shortly afterwards. The only 
treatment she received was local bathing with 2 per cent dettol. 
She was discharged from the isolation hospital on July 20, 1940. 


DISCUSSION 


Apart from isolated statements that such infection can 


occur, there is little reference to this subject in the literature. 


The earliest record found was that of a case observed by 
Takaki,’ in which an abscess of Bartholin’s gland developed 


rapidly 3 weeks after the temperature had fallen in a typical 


case of typhoid fever. A pure culture of typhoid bacilli was 
obtained from the contents of the abscess. The author supposes 
that the bacilli reached the gland from the outside, through the 


excretory duct, though he does not deny the possibility of a_ 


metastatic infection through the blood-stream. 

Curschmann’ has observed in typhpid fever a number of 
instances of acute inflammation and suppuration of Bartholin’s 
gland. Of 4 cases of gangrene of the vulva, one had followed 
upon acute bartholinitis. 

Novak* states that gross changes in the female genitals are 
seldom seen in typhoid fever, and refers to Curschmann’s cases 
and to reports by Spillmann, Bazzochi and Zachariah, Martin 
and Dobert, of gangrenous destruction of the vulva and vagina, 


496 


| 

4 

4 

‘ 


INFECTION OF BARTHOLIN’S GLAND ~— 


leading to vesico-vaginal fistulae and atresia of the vagina. 
Bucura‘ refers to similar isolated reports, but considers that 
these are certainly not all primary infections, but must often be 
caused by mixed infections, caused, for example, by decubitus 
and secondary infection. 

The present case would seem unique in that, while the cases 
reported by the above authors were observed in the course of 
typhoid fever, this was observed in an otherwise apparently 
healthy woman and would have been missed but for routine 
bacteriological examination. The patient at first did not give 
any history of loss of appetite, vomiting, and diarrhoea, and 
only after the bacteriological finding from the pus was known 
did further questioning elicit it. The most probable sequence 
was that the patient contracted a mild attack of paratyphoid 
fever and that the Bartholin’s gland became infected from her 
urine or faeces. In view, however, of her urine and stools 
_ being negative for pathogenic organisms, the possibility of a 
venereal infection was considered. An examination of her hus- 
band’s urine and faeces proved negative, and his blood Widal 
showed agglutination against B. paratyphosus ‘B’ only to a 
dilution of r in 50, which for all practical purposes can be 
regarded as negative. 


SUMMARY 


A case of accidental finding of acute bartholinitis due to 
bacillus paratyphosus ‘ B’ is reported, and the scanty literature 
reviewed. 
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Localization of the Placental Site by Tomography 


BY 


O. Lioyp, M.B., F.R.C.S., M.R.C.O.G. 


AND 


Eric SAMUEL, M.D., F.R.C.S., D.M.R.E. 


A METHOD of localizing the placental site would be of great value 
in the diagnosis of certain obstetrical abnormalities. A typical 
example is ante-partum haemorrhage which is divisible into 
two main types according to the site of implantation of the 
placenta. 

The situation of the placenta can often be diagnosed 
accurately by a consideration of the clinical findings. Concealed 
accidental, haemorrhage presents little difficulty, likewise a 
revealed haemorrhage with manifest toxaemia and a well en- 
gaged vertex presentation, since in such cases it can be fairly 
assumed that the placenta is normally situated. In the absence of 
clinical evidence of toxaemia a provisional diagnosis of placenta 
praevia should be made, but it can only be proved by feeling 
placental tissue in the lower uterine segment. The urgency of the 
bleeding may necessitate this method of diagnosis. There remain, 
however, a certain number of cases in which the bleeding is 
slight, often when the pregnancy is insufficiently advanced to 
justify any procedure which may induce further bleeding 
Tequiring immediate induction of labour for its control. A 
further example is the head which remains persistently above 
the brim of the pelvis in a primigravida without evidence of 
disproportion thus leading to a suspicion of placenta praevia. 

Two radiological methods in common use are cystography, 
using air or sodium iodide as contrast medium, and amniography 
following the intra-uterine injection of uroselectan or per 
abrodil B. The former has given uncertain results, especially 
with lateral praevia, and the latter is precluded from general 
use by the frequency with which it induces labour. 

The success which has attended tomographic localization of 
intra-thoracic lesions prompted the authors to apply the method 
of localizing the placental site. 
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Experimental Investigation. 


A uterus containing an undisturbed 36 weeks’ pregnancy, 
obtained from a patient who died undelivered, was used for 
preliminary experiments. Tomographic films were taken in 
planes one inch apart in antero-posterior and lateral directions. 
A study of these films revealed an oval soft tissue shadow sug- 
gestive of a placenta which was most apparent in the films 
corresponding to the mid-plane in the lateral direction (Fig. 1). 
It was concluded that the maximum depth of the placenta 
should correspond approximately to the mid-point of the anterior 
wall of the uterus. 

A flap consisting of most of the posterior uterine wall was. 
removed, the foetus displayed from the uterine cavity and the 
placenta was found to occupy the site suggested by the X-ray 
appearances. 

Tomographic studies were then carried out on normal preg- 
nancies at or near term with varying technique. The chief 
difficulty’ was in estimating suitable exposures to show the 
placental shadow as the degree of contrast between it and the 
surrounding structures is not marked. The exposure factors 
were varied and the films taken at different planes, and from the 
data obtained the following technique was evolved. 


Radiographic Technique. 


The patient is placed in the supine position and the pelvis 
raised by wool bags to bring the long axis of the uterus parallel 
to the film. [D.1.] An estimation of the mid-point of the 
uterus is made and a tomographic film taken in the long axis 
of this plane. A film using a similar plane is made with the 
patient lying in the left lateral position. In cases in which 
difficulty is encountered in estimating the mid-plane of the 
uterus two films can be taken at 1 inch apart on either side 
of the mid-plane in the supine and lateral positions. Exposures: 
recommended are 60 kv., 60 ma., 3} feet, 5 seconds. 


Interpretation of Films. 


The first film represents a trans-section through the mid-point 
of the uterus in an antero-posterior direction, and the second 
a similar plane in the lateral direction. The relative size of the 
placenta and the uterine cavity makes it probable that the 
placental shadow will appear in one or more films. [D. 2.] 
Over-distension of the uterus (e.g. hydramnios) will alter this 
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LOCALIZATION OF PLACENTAL SITE BY TOMOGRAPHY 


relation and further films will be necessary on either side of the 
mid-line. 

The uterine wall appears as a smooth line slightly darker 
than the blurred gas-filled abdominal cavity and the relatively 
radio-translucent liquor amnii. 

The placenta appears as a definite smooth ovoid swelling 
encroaching on the uterine cavity and of the same density as 
the underlying uterine wall. (Fig. 1.) 

The demonstration of the placenta on the central part of 
the lower segment can be done by this method, but it involves 
more technical difficulties than its demonstration on the upper 
uterine wall. Nevertheless, the absence of the placenta from 
the upper segment and the lateral walls of the lower segment 
is of definite value as a central placenta praevia can then be 
diagnosed with some confidence. 


Case Reports. 
Five cases clinically suspected of having placenta praevia 
were examined by this method. 


Case 1. Mrs. A. D., a primigravida,, aged 29, complained of a loss 
of blood per vaginam at the 38th week. Abdominal examination revealed 
a vertex presentation engaging in the brim of the pelvis. In the absence 
of any evidence of toxaemia a provisional diagnosis of placenta praevia 
was made. 

X-Ray .EXAMINATION: A placental shadow was not seen in the plain 
film but tomographic films showed a lateral placenta praevia. (Fig. 2.) 

Vaginal examination was carried out under general anaesthesia, and 
revealed a suspicious fullness corresponding to the suspected site of the 
placenta. The membranes were ruptured and a tight abdominal binder 
applied. There was no further loss of blood and a normal delivery occurred 
within 48 hours. The afterbirth was carefully examined, and the placental 
edge was found within 1% inches of the hole in the otherwise intact mem- 
branes. 

CasE 2. A primigravida, aged 30, whose history and clinical findings 
were similar to Case 1. Tomographic films showed a placenta occupying 
the anterior wall of the uterus (Fig. 3), and wholly in the upper segment 
when plain films did not yield any evidence of the placental site. Further 
bleeding did not occur and a normal delivery ensued at term. 

Case 3. A primigravida, aged 28, who had a slight ante-partum 
haemorrhage at the 39th week. The child presented by the breech and 
a plain film revealed extension of the legs, but without any indication of the 
site of the placenta. Tomographic films showed a placenta lying antero- 
laterally on the right side and apparently extending well down into the 
lower uterine segment. Classical Caesarean section’ was performed, and the 
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placenta was seen in the position previously diagnosed and reaching 
within 114 inches of the internal os. 

Case 4. A multipara who had an excessive show at term. Labour 
had not commenced. A placental shadow could be seen in a plain film 
occupying the right wall of the upper uterine segment. Tomography con- 
firmed this finding. Further steps were not taken and subsequent delivery 
was normal. 

CasE 5. A multipara, aged 32. The clinical features were similar to 
Cases 1 and 2 and a corresponding clinical diagnosis was made. A lateral 
placenta praevia was diagnosed by tomography when a plain film proved 
valueless. A normal labour followed induction by artificial rupture of 
the membranes. An examination of the afterbirth yielded similar cor- 
roborative evidence to Case 1. 


‘ 


SUMMARY. 

1. A radiological method of localizing the site of the placenta 
is described. 

2. Cases to which this method is applicable are discussed, 
and the results of 5 cases are recorded. 

3. It is concluded that the placental site can be localized by 
tomography and the results obtained justify a further trial of 
this method. 


We are indebted to the staff of the Obstetric Unit of the 
Middlesex Hospital and to Dr. Graham Hodgson for facilities 
to pursue this investigation and permission to record the results, 
and to J. M. Kenny for his assistance with the radiographic 
side of the investigation. 
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Acute Inversion of the Urinary Bladder during 
Parturition 


BY 


O. S. Heyns, M.D., B.Sc., M.R.C.O.G. 


Senior Lecturer, Department of Obstetrics and Gynaecology 
of the University of the Witwatersrand; Obstetrician, 
Boksburg-Benoni Hospital, Transvaal 


ACUTE inversion of the bladder through the urethra is a con- 
dition of such extreme rarity that it appears justifiable to set 
on record a case of inversion occurring in an otherwise normal 
labour. The only reference in the available literature to a case 
of inversion of the bladder during parturition is the one 
mentioned by Naguib Pasha Mahfouz’ in his publication entitled 
“* Urinary and Faecal Fistulae.’’ (Figs. 14 and 15.) 

E.S., a Zulu aged 30 years, was admitted to the Boksburg- 
Benoni Hospital, Transvaal, on September 8th, 1940. (Hos- 
pital index No. 2984.) 

The patient was delivered at home of her 4th child at 4 p.m. 
on September 8th, 1940. There had not been any medical aid. 
She stated that she had had a normal labour lasting about 4 
hours. The placenta came away normally about 20 minutes 
after delivery of the foetus. As the placenta was expelled she 
felt something coming down, and was convinced that this was 
the uterus. 

She was admitted at 7.30 p.m., complaining of a lump in the 
vagina with pain. The baby was alive and weighed 7 pounds. 

Examination revealed a large red vaginal swelling about 
3 inches in diameter, and situated in the anterior part of the 
vulva. The swelling was pyriform, florid, and very oedema- 
tous. On pelvic examination the fingers could be inserted into 
the vagina above the swelling. The cervix was clearly felt, the 
os being patulous and admitting two fingers. Both abdominal 
and bimanual palpation showed the uterus to be in a normal 
position, and of normal size. 

Around the base of the swelling could be felt a ring about 
one inch in diameter. On the left side of the swelling the 
ureteric orifice was clearly seen with urine passing out in small 
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jets. Under anaesthesia, the suspicion that the swelling was an 
inverted bladder was confirmed. A tumour could not be felt, 


nor was there any evidence of a diverticulum. The whole 


bladder appeared to have been pushed through the external 
orifice of the urethra. 

The bladder was replaced through the greatly dilated 
urethra by steady pressure, the posterior portion being returned 
first. The swelling was reduced without much difficulty, but 
during the attempt the posterior wall of the urethra was torn. 

Prior to the labour there had not been any significant 
urinary disturbance, and the patient was as completely at a 
loss to explain the inversion as was the attendant. 

Following on the replacement of the bladder the patient 
was completely incontinent of urine: in fact, two fingers could 
be inserted into the urethra after reposition of the bladder. 

The puerperium was uneventful, temperature and pulse 
being quite normal throughout. The lochia had diminished 
markedly by the end of the 2nd week, and the time for repair 
of the urethra was then thought to be favourable. 

On September 24th, 1940, the 16th day of the puerperium, 
the urethra was repaired with No. 00 chromic catgut. It was 
found to be torn in its entire length. Only the canal itself was 
dealt with, an attempt not being made to suture the sphincters. 
It was decided to try the effect of a simple repair, and later to 
deal with the sphincter mechanism if the need arose. A soft 
rubber catheter was passed into the bladder and stitched to 
the vulva. There was no evidence of prolapse:- cystocele and 
descent of the cervix being absent. Continuous drainage was 
carried out, with periodic irrigation of the bladder. 

On the 7th day, September 30th, 1940, the catheter came 
out, and since there had been some leakage of urine past the 
catheter, it was decided to replace it. A few hours later, how- 
ever, the patient demanded a bed-pan, and passed a surprising 
quantity of urine. Catheterization was suspended, and the 
patient gained perfect control of the bladder. It appeared that 
the wound had healed very satisfactorily. 

Both mother and child were discharged well on October 
5th, 1940, the 11th day after the operation. 

The patient was instructed to return for cystoscopy which, it 
was felt, would reveal any anatomical or pathological abnor- 
mality of the bladder. It is disappointing that a photograph 
of the vulva could not be taken at the time of admission. 
Facilities at the hospital itself were lacking; and as the case 
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ACUTE INVERSION OF THE URINARY BLADDER 


came in on a Sunday, arrangements could not be made for the 
taking of a picture. 

Cystoscopy. (November 18th, 1940.) 

The patient returned to hospital after numerous written 
requests. There was some stress incontinence, but in other 
respects she was normal. 

Mr. H. Currie Brayshaw very kindly performed a cysto- 
scopy, and reported the bladder as normal: ureterocele, 
diverticulum, and other structural abnormalities were absent. 
The mucosa was normal. He thought that there was an absence 
of a portion of the posterior part of the urethra, presumably 
as the result of sloughing, but that the sphincters were intact 
and functioning. 

It was decided to perform a small anterior colporrhaphy with 
simple urethroplasty in 2 to 3 months’ time, but the patient 
has meanwhile refused any further operation, because she states 
that she is quite satisfied with matters as they are! 

Inversion of the bladder is rare and usually occurs in the 
newborn, in children, and in young women. The majority of 
the cases have been of a chronic nature, cough or straining 
due to some other cause being a factor in the mechanism of 
gradual inversion. Mahfouz’s case was associated with lacera- 
tion of the urethra, whereas the one I report did not reveal any 
evidence of a tear. 

Kleinwachter’ in 1896 reviewed the literature on this subject 
for the period 1758 to 1894, and found reports of 18 cases, 9 
of which were in adults. Most of these cases showed a gradual 
advance through the urethra of a partially inverted bladder 
which was cured, almost without exception, by simple reposition. 
Klauser* divides inversions of the bladder into 4 groups: (1) 
inversion of a diverticulum of the bladder, (2) inversion of 
bladder mucosa alone without the presence of muscle, (3) 
partial inversion of all layers of the bladder wall, and (4) total 
inversion of the bladder in which the whole viscus with all layers 
is forced through the urethra. In the last group a sound .would 
meet resistance all round; in the partial variety a sound can 
be made to pass on the side opposite to that of the inverted 
portion; and when mucosa alone is prolapsed, the pedicle is 
comparatively thin. 

A similar picture is obtained in the interesting condition of - 
prolapse through the urethra of the cystically dilated lower end 
of the ureter. The earliest case diagnosed with certainty was 
that of Max Simon‘ in 1905. The series occurring before 1894 
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did not have the advantage of cystoscopic examination, so that 
accurate diagnosis and exact differentiation were impossible. 
A. Mayer’ and Klauser in 1922 each published such a case. 
Simon’s patient was 52, and had suffered for years from a large 
cystocele which caused difficulty in micturition. Both he and 
Klauser found that necrosis of the cystic portion of the ureter 
developed after the prolapse. 

Wilkinson’s® case is described as one of complete inversion. 
Here the pedicle had a diameter ‘‘no greater than a crow’s 
quill,’ which gives the impression that it must have been con- 
stituted of mucous membrane alone. After the pedicle had been 
cut across, the prolapsed tissue was recognized to be the 
bladder. Soon after this the child micturated frequently, but 
did not have any incontinence; and on discharge, examination 
(not cystoscopy) showed that the interior of the bladder was 
quite smooth and normal. The prolapse here must, in view 
of these facts, surely have been a ureterocele. | 

Leedham-Green’ also surveyed the literature and gives notes 
on 22 cases published, including two males and his own case. 
About 11 cases were reported between the time of Kleinwachter’s 
paper in 1896 and the end of 1918. I have been able to find 
another rr cases published since 1920. Pasley* cites the case 
of a Chinese girl of 15 in whom inversion recurred repeatedly 
after reposition, thus necessitating an operation aiming at 
strengthening the supports of the bladder. 

Under the title ‘‘ inversion of the urinary bladder ’’ one finds 
included pathological states of the urethra, the bladder, and 
the cystically dilated lower end of the ureter (ureterocele). 
Inversion of the bladder in the adult is excessively rare. Partial 
inversion in men has occurred a few times, but only 6 cases 
of inversion of the urinary bladder in adult females have been 
encountered in the literature available. These are: 


1. Percy (in Boyer, Traité des Maladies Chirurgicales. 1824, xi, 86). 
Age 52 years. 

2. Thomson (Lancet, 1875, p. 46). Age 40 years. 

3- Pousson (Ann. des Mal. des Org. Génit.-Urin. 1894, xii). Age 30 years. 

4. Simon (1905). See reference. Age 52 years. 

5. Mahfouz. See reference. ‘ 

6. The case reported above. Age 30 years. 
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Contributions to Gynaecological Pathology 


BY 


BarTON GILBERT, B.Sc., M.D., B.S. (Lond.), F.R.C.S. (Eng.), 
M.R.C.O.G. 


Surgeon to Out-Patients and Pathologist, The Chelsea 
Hospital for Women 


THE following two specimens in the collection of the Chelsea 
Hospital for Women are considered to be worthy of record. 
The clinical histories and pathological findings are given below. 


I. A BRENNER TUMOUR 


The patient was a parous woman of 40 years who was 
admitted to hospital on December 27th, 1930. She attended for 
medical advice complaining of a lump which she had recently 
noticed in the abdomen. 


Obstetric History. 
First pregnancy. Term, instrumental delivery, I9r0. 
Second pregnancy. Term, instrumental delivery, 1911. 
Third pregnancy. Abortion at 3 months, 1920. She was ill 
with irregular vaginal bleeding for six months following the 
abortion. 
Fourth pregnancy. Term, normal delivery, 1921. 
Fifth pregnancy. Term, normal delivery, 1924. 


Menstrual History. 


Puberty occurred at 14. The cycle had always been very 
irregular; the duration of loss had been about 3 days. The cyclic 
interval varied from 30 to 60 days. The last menstrual period 
occurred on December 4th, 1930. 


Previous Health. 
This had been good except for the usual minor disturbances. 


Physical Examination. 


The patient was pale and had a haemoglobin of 80 per cent. 

The tongue was clean. The lungs were normal; the heart was 

normal except for frequent extra-systoles. The abdomen pre- 
508 


I 


Fic. 


R 


BRENNER TumMou 


B.G. 


aS 
S Nv Vi 


& 

4 


B.G, 


Fic. 2 


HYDRADENOMA VULVAE 


SNe 
Or” 


x 
: 
# 
7 


CONTRIBUTIONS TO GYNAECOLOGICAL PATHOLOGY 


sented a hard rounded swelling, the surface of which was 
irregularly nodular. It extended up to the level of the umbilicus. 

Vaginal examination revealed the presence of a polyp on 
the posterior lip of the cervix. The abdominal mass appeared 
to be continuous with the cervix, and it was therefore thought by 
the surgeon to be a mass of fibroids. 


Operation. 

December 30th, 1930. The cervix was first exposed and the 
polyp was found to be an extremely large Nabothian follicle; 
this was removed. The abdomen was then opened through a 
sub-umbilical midline incision. A large nodular mass arising from 
the right ovary was exposed. The uterus and the appendages of 
the left side were normal to the naked eye. The right Fallopian 
tube and ovary were removed, the other organs being con- 
served. 

Convalescence was uneventful, the patient leaving hospital 
on January 16th, 1931. 


PATHOLOGY 
Naked-eye Features. 

The tumour is of a yellowish colour, its surface is made 
irregular by the possession of bosses, the surface of which is as 
smooth and shiny as normal peritoneum. Adhesions are not 
present. The overall measurements of the tumour, the general 
shape of which is ovoid, are 63 inches by 43 inches by 4) inches. 
The Fallopian tube is about 7 inches long and is stretched over 
the tumour; the mesosalpinx is well defined. 

On section with the knife the general features are as sug- 
gested by the external appearance; the largest lobule is in the 
centre of the mass. Other roughly spherical masses are placed 
round the central one, being separated from it and from the 
others by layers of fibrous tissue. The fibrous bundles are pinker 
than the tissue of the tumour. A few blood-vessels of fair size 
can be seen cut at different angles. Close inspection reveals the 
presence of pit-like depressions which possess a smooth lining. 
Nowhere is there any evidence of death or degeneration of the 
tumour cells. 


Microscopically. 

The greater part of the tumour is composed of dense fibrous 
tissue, but scattered in its substance areas of epithelial cells are 
to be seen. Most of the islands are solid but a few of the larger 
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ones show a central cavity which, in some, is of irregular shape. 
In such cases the cells forming the wall are many layers thick. 
The islet cells are strikingly uniform. They do not stain deeply 
and their nuclei are small and ovoid in shape. 

Columnar epithelium of the pseudomucinous cystadeno- 
matous type which is reported as being occasionally present in 
these tumours is not present in this specimen. 


Pathological Notes. 


The Brenner tumour is not common, but should not be re- 
garded as being so rare as the literature indicates. The total 
number of cases which have been described is about 40. 

The vast majority of these tumours occur in women who 
have passed the menopause, although in Novak’s series the age 
range is lower than the accepted figure. The patient from whom 
this specimen has’ been removed had not yet reached the meno- 
pause. The presence of the tumour does not interfere with the 
menstrual cycle when it occurs in pre-menopausal cases. 

The literature indicates that many of the small cystic 
cavities may become lined by a mucoid columnar epithelium 
resembling that of the pseudomucinous variety of ovarian cyst- 
adenoma. Histological investigation reveals that this change is 
not present in the parts of this tumour which have been sub- 
mitted to microscopy. 

Nearly all authorities believe that the most likely source of 
origin of these tumours is the ovarian structures known as the 
Walthard cell rests. 


REFERENCES TO FULLER DESCRIPTIONS 
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Amer. Journ. Obstet. and Gynecol., 1922, ili, 231. 

2. Proecher, F., and J. Rosasco, ‘‘ Ovarian tumours of the Brenner 
type.’”’ Amer. Journ. of Cancer, 1936, xxviii, 291. 

3. Novak, E., and H. C. Janes. ‘‘ Brenner tumours of the ovary, with 
report of 14 new cases.’’ Amer. Journ, Obstet. and Gvnecol., 1939, 
XXXviii, 872. 
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IJ. HypDRADENOMA VULVAE 
Clinical History. 

The patient was a parous woman of 43 years of age. She 
had had one baby born at term 9 years previously. 

The patient complained of an ulcer on the right labium 
majus which she had noticed for about 4 vears; it had oy 


become painful but had not increased in size. 
She was admitted to hospital on June r4th, 1938. 


Past History. 


1925. Dilatation and curettage for irregular losses. 
1935. Avulsion of cervical polyp. 


Physical Examination. 

The patient’s general physical condition was satisfactory. 
Examination of the external genitalia revealed the presence of 
a small, hard ulcer on the posterior end of the right labium 
majus. Its appearance was not unlike that of an epithelioma. 
The internal generative organs were normal. On June 15th, 
1938, the ulcer was removed by local excision. 


PATHOLOGY 
1. Naked-eye Features. 


The tumour takes the form of a circumscribed skin lesion 
about I c.c. in diameter. It is raised about 3 mm. above the 
level of the surrounding skin. The skin at the edge is reddish 
in colour, the surface of the ulcer being roughly granular. 


2. Microscopy. 


The histological picture is one of a complicated adenoma, 
the glandular areas are so compressed that they resemble in 
appearance the most highly organized variety of adenocar- 
cinoma for which it is easily mistaken. Ducts of various sizes, 
lined by a single layer of columnar or slightly flattened cells, are 
numerous and interlace with the glandular portion. 

The cytoplasm does not stain darkly in contrast with the 
large hyperchromatic nuclei. This appearance still further sug- 
gests malignancy, but it is to be borne in mind that clinical 
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experience has shown that these new formations are not of a 
malignant nature. 

The portion photographed has been selected to include some - 
of the skin edge. 


Pathological Noite. 


About 40 cases of this disease have been reported in the 
literature: it is, therefore, a rare condition, but like so many 
other reputedly rare diseases it is probably more common than 
is realized, in this case many specimens being classified as 
carcinoma. 

Pathologists are not agreed on the histogenesis of this tumour, 
but it is the general consensus of opinion that it is derived from 
the sweat glands of the vulva. The evidence in favour of this 
is that in some cases it has been possible to demonstrate the 
continuity of the tubules of the tumour with the sweat gland. 
Similar tumours are sometimes found in other parts of the body. 

Malignant change is occasionally observed. Pick, who first 
described the condition, found adeno-carcinoma in 3 of his 30 
cases. 
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Precocious Puberty due to Granulosa Cell Tumour of 
Ovary 


BY 


C. J. Futter, D.M. (Oxon), 
Physician to the Royal Devon and Exeter Hospital, 
AND 


R. WayLanD Situ, F.R.C.S. (Edin.), 
Assistant Surgeon to the Royal Devon and Exeter Hospital 


PRECOCIOUS puberty is an arresting and dramatic phenomenon 
which has always ‘stimulated the interest of the clinician. 
References in the literature as far back as the 17th century are 
not uncommon. 

Textbooks have, until recently, given the subject scant con- 
sideration, although in r9ro Blair-Bell’ wrote as follows: ‘‘ In 
precocious puberty children have been known to menstruate 
from birth onwards and to be fully developed when a few years 
of age, so far as the objective signs of.sexual maturity are 
concerned. Such children have been found to possess ovarian 
tumours which have undoubtedly given rise to abnormal and 
‘precocious ovarian stimulation.”’ 

Comparatively recent work on the physiology of the ovary 
and the isolation of its two hormones has given an added interest 
to the subject and the cases recorded are rapidly growing in 
number. It is becoming increasingly evident that a majority 
of these cases are associated with tumours of the ovary, and 
of these growths the so-called granulosa cell tumour is the com- 
monest (Novak and Gray’). In this connexion a recent article 
by Meigs and Parsons® may be briefly summarized thus: A 
granulosa cell tumour is one composed of cells resembling very 
closely the cells of the granulosa of the normal Graafian follicle. 
They may be of almost any size, but are usually about that 
of an orange, and are nearly always unilateral. The tumours 
are usually solid with cystic areas in them. All types of granu- 
losa cell tumours secrete oestrin, but the relative amount, and 
whether the secretion is continuous or not, is unknown. From 
the point of view of diagnosis the presence of oestrin in the 
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urine of precocious puberty or of women past the menopause 
should be confirmatory. 

Granulosa cell tumours may manifest themselves at any time 
of life; they may cause precocious menstruation during child- 
hood, abnormality of the menstrual cycle during the repro- 
ductive period, or uterine bleeding long after the menopause, 
but the induction of an abnormally precocious puberty is 


-clinically their piéce de résistance, and for that reason we con- 


sider this case worth reporting. 

J. M., a female child of 17 months, was seen at the out- 
patient department of the Royal Devon and Exeter Hospital on 
August 16th, 1933. The mother stated that the child had had 
a rapidly increasing distension of the abdomen for the previous 
10 days. There was not any vomiting and the child was said 
to be quite well otherwise. She had been taking her food well 
and the bowels were open three or four times a day. Uterine 
bleeding had been absent up to this time. 

The patient was admitted to hespital and found to have an 
enormous distension of the abdomen. There was a small 
umbilical hernia and veins were unusually prominent on the 
abdominal wall. The percussion note was dull with the exception 
of the epigastrium when the patient was lying on her back and 
there was a well-marked fluid thrill. 

It will be seen from the photograph (No. 1) taken in 
September 1933 that the general nourishment of the child was 
good. Her facial expression was that of an older girl and the 
secondary sexual characteristics were those of puberty. Thus 
the breasts were beginning to develop, the labia were larger 
than normal with dark hair present on them, and the clitoris 
was well developed. Her weight in a nightdress was 1 stone 
Ir pounds. 

During the 5 weeks she was in the hospital before being 
operated upon her temperature was slightly irregular, rising to 
100°F. on three occasions; the pulse-rate was rapid, being con- 
sistently in the region of 130 to 140 beats per minute. 

On the roth day after admission it was noticed that the child 
had a blood-stained vaginal discharge. Microscopically this was 
seen to contain mucus in moderate amount, epithelial and 
polymorphonuclear cells in addition to large numbers of red 
cells. 

Radiograms were taken of the skull and chest. The pituitary 
fossa was not enlarged nor could any abnormality of the thymus 


-be detected. 
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A diagnosis of a tumour of the ovary was made and an 
operation was performed on October 2nd, 1933. 


‘Operation. 


After 5 pints of clear serous fluid had been removed from the 
abdominal cavity a solid tumour of the right ovary was found. 
It was about the ‘size of an orange with a smooth surface, white 
in colour and unattached to surrounding structures. 

The uterus and left ovary were normal in size and appear- 
ance. There was not any evidence of secondary deposits any- 
where and enlargement of the adrenals could not be detected. 

The tumour and Fallopian tube were removed, and the child 
was discharged from hospital 15 days later. 

Convalescence was uneventful with one notable exception. — 
On the 3rd day after operation bleeding started again and lasted 
7 days. The flow had the same characteristics as before and 
started 27 days after the first period. 


After History. 


The child attended the out-patient department after discharge 
and was last seen on August 30th, 1934. The mother reported 
that there had not been any further menstrual loss and that the 
child was quite well although she had been a little irritable at 
times. The abdomen was normal in size; the umbilicus was 
still slightly prominent but a hernia could not be detected. 

With the exception of a fine down on the labia, pubic hair 
was absent, and the breasts were not now enlarged. These points 
are well shown in photographs Nos. 2 and 3 which were taken 
on September 4th, 1934. Her weight in ‘clothes was 1 stone 
12 pounds. 


Tumour. 


The external appearance was that of a smooth white growth, 
oval in shape and measuring 2 inches by 2 inches by 3 inches. 
‘On section it was found to be solid and of a homogeneous con- 
sistence, rather soft to the touch and pinkish in colour. Sections 
were made by Professor G. R. Cameron of University College 
Hospital, London, and he reports as follows : 


Microscopical appearance. The ovarian tissue is almost completely 
replaced by tumour cells, a few tiny follicles persisting at the periphery 
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of the ovary quite distinct from the tumour. The new growth, at first 
sight, appears to have no pattern but closer examination discloses a series 
of large and small rounded masses of cells resembling huge follicles. In 
one section it was possible to trace the outgrowth of such cells from the 
periphery of a small but definite follicle. The cells so grouped are 
mostly cuboidal but soon assume elongated and in places spindle forms. 
In a few cases the follicular cells are arranged concentrically at the 
periphery of the follicle but’ all such arrangement is lost towards the 
centre. Few blood-vessels are present and there is no evidence of new 
fibrous tissue (Van Giesen stain). Sections stained with Sudan 111 fail 
to show lipoid filled spaces in the tumour and no tumour cells contain 
fat particles. 

In view of the history 2 feminising ovarian tumours have to be considered : 
(1) Granulosa cell tumour and (2) Theca tumour—Fibroma thecocellulare 
xanthomatoides. 

In the absence of any tendency to fibrosis and of lipoid deposition in the 
tumour the theca tumour seems to be excluded. Although the histological 
features are not absolutely typical of the granulosa cell tumour it must be 
remembered that atypical or diffuse varieties of the latter have been described 
and I believe this case to be such. 


In reviewing this case it is of some interest to speculate as 
to what factor determined the onset of menstruation. The 
tumour from its size must have been present for some months, 
but there was apparently an increase in its activity a short while 
before the case came to our notice as is suggested by the rapid 
appearance of the ascites. 

The post-operative uterine bleeding which occurred on the 
3rd day after the operation is of interest, for although almost 
exactly 4 weeks had elapsed since the first period, it is possible 
that the second was an oestrin deprivation phenomenon. 


SUMMARY 


1. A case of precocious puberty is recorded occurring in a 
girl aged 17 months. 

2. Uterine bleeding together with secondary sex charac- 
teristics were present. 

3. A tumour of the ovary of the granulosa cell type was 
removed by operation. 

4. The child made an uneventful recovery and reverted to 
normal for her age and sex. 
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Patient before operation 
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Low power magnification of tumour showing 
folliculoid structure. x 10. 
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High power detail of cells in folliculoid mass of Fig. 5. 
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PRECOCIOUS PUBERTY DUE TO GRANULOSA CELL TUMOUR 


In conclusion we wish to thank Professor Cameron for the 
trouble he has taken in examining and reporting on the micro- 
scopical appearances of the tumour. 
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Rupture of the Uterus during Pregnancy 
BY 


DaviID FYFE ANDERSON, M.D. (Glas.), F.R.C.O.G., 
F.R.F.P.S.G. 


From the Department of Obstetrics and Gynaecology, Muirhead 
' Chair, University of Glasgow 


THE patient, aged 34, pregnant for the eighth time, was 
admitted to the Royal Maternity and Women’s Hospital, 
Glasgow, on 7th November, 1939, at 1.45 p.m., with a history 
of the sudden commencement of pain in the lumbar region 14 
hours previously. Pain in the scapular region occurred later, and 
she had vomiting and diarrhoea. There had been no previous 
illness. 

Her health during the preceding pregnancies had been good, 
and there were three surviving children. There had been a note- 
worthy tendency to premature labour and abortion; the first 
pregnancy in 1927 ended at 7 months in a live birth, the second 
in 1928 in an abortion at 3 months, the third in 1929 at term in 
a live birth, the fourth in 1930 in an abortion at 4 months, the 
fifth in 1933 at term in a still-birth, the sixth in 1935 at 8 months 
in a still-birth, and the seventh in 1938 at 7 months with a live 
child as the result. 

Among all these deliveries the sole interference was in the 
last when (in another hospital) the placenta was removed 
manually under anaesthesia, and the uterus was packed. 

As the last menstrual period commenced on 8th May, 1939, 
the maturity of the pregnancy on the patient being admitted to 
hospital was about 24 weeks. She had not sought antenatal 
supervision in spite of having morning sickness in the early weeks 
and noticing some swelling of the ankles. 

The patient was pale. Slight oedema of the ankles was 
evident. There was marked generalized tenderness of the lower 
abdomen, and bluish-yellow discoloration of the umbilicus was 
a noticeable feature. ‘Catheterization produced only half an 
ounce of urine which, microscopically, did not show pus or any 
organisms. The vomitus gave a positive reaction for blood. 
Temperature was 97.2°F., pulse-rate 122, and respirations 22 per 
minute. 

A diagnosis of rupture of the uterus was made and laparo- 
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RUPTURE OF THE UTERUS DURING PREGNANCY 


tomy was performed under spinal anaesthesia, a pint of saline 
with 20 per cent glucose having previously been administered 
intravenously. A large amount of blood—some of it clotted— 
was found in the peritoneal cavity. Complete rupture of the 
uterus through the anterior wall had occurred. The foetus was 
removed and, thereafter, with the placenta still attached to the 
posterior wall, subtotal hysterectomy was performed. Congenital 
absence of the left Fallopian tube and ovary was noted. The right 
Fallopian tube and ovary were not removed. Provision was made 
for abdominal and vaginal drainage. During the operation a 
transfusion of 800 cubic centimetres of citrated blood was given. 
An uneventful puerperium ensued. The temperature reached 
g9.6°F. on the first two days and was thereafter normal, while 
the pulse-rate quickly fell and remained satisfactory. 

The appearance of the uterus with the placenta attached to the 
posterior wall was as depicted in Fig. 1. The anterior wall re- 
sembled parchment. Fig. 2 is a photograph, magnified 15 times, 
of a section of the posterior uterine wall and placenta at the 
lower end of the rupture. The greatest thickness of the uterine 
wall in this situation was 2.3 mm., its substance consisting of 
fibrous tissue. 


COMMENT 


This example of rupture of the uterus occurring during preg- 
_ nancy is of interest for several reasons : 

(1) The rupture occurred in the middle phase of pregnancy, 
not in the later weeks as is more ‘common. 

(2) The rupture was certainly the result of fibrous degenera- 
tion of the uterine wall in a multipara, although many are in- 
clined to doubt that rupture may occur in this manner. 

_ (3) The condition, while associated with severe pain of sudden 
- onset, was not characterized by immediate collapse as is so 
frequently the case. 

(4) The relation to manual removal of the placenta in the 
immediately preceding labour is important and emphasizes the 
care which should be exercised in such a procedure to prevent 
- damage to the uterine wall. In addition, the uterus had been. 
packed after the manual removal of the placenta. 

(5) The presence of umbilical discoloration and scapular 
pain were suggestive diagnostic signs. 

(6) The abnormal adherence of the placenta to the posterior 
wall of the uterus suggests the possibility of difficulty with the 
3rd stage of labour in a subsequent confinement in the case of a 
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patient in whom manual removal of the placenta had been found 


necessary. 
(7) Incidentally, this case illustrates the failure of a multipara. 
to. secure antenatal supervision even though she had a bad 


obstetric history. 


I am indebted to Professor James Hendry, to whose wards 
the patient was admitted, for permission to publish these notes 
of the case. 
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Leucoplakic Vulvitis Necessitating Caesarean Section 


BY 


V. B. GREEN-ARMYTAGE, M.D. (Bristol), F.R.C.P. (Lond.), 
F.R.C.O.G. 


Gynaecological Surgeon, West London Hospital; Visiting 
Gynaecologist, British Post-Graduate Hosfital and 
Hospital for Tropical Diseases, London. 


THE incidence of leucoplakia of the vulva during menstrual life 
is very rare. For this reason I have thought it necessary to 
record the following case in which advanced leucoplakia, as 
will be seen in the illustrations, was associated with pregnancy, 
necessitating Caesarean section because of the contracted con- 
dition of the outlet. 

Mrs. R. F., American, aged 42, a primipara with a history 
of 4 miscarriages and a perfectly normal menstrual rhythm up 
to the date of conception, was brought to me by Dr. Greta 
Olsson in June 1936. She was 4 months pregnant, and was 
suffering from considerable vaginal distress. The question 
arose whether the pregnancy should be terminated. I advised 
against doing so for it seemed probable that, with the enlarging 
uterus and increased blood oestrin, her condition of pruritus 
would become less, and in order to help her Menformon was 
given by mouth and by local application in the form of 
ointment. 

Her progress was uninterrupted, and on November 18th she 
came into hospital. As she was somewhat anaemic a blood 
transfusion was given on the 19th, and on the 21st November 
classical Caesarean section was performed followed by excision 
of both Fallopian tubes. The child was perfectly healthy, 
weighing 8} pounds. ‘ 

The patient has been heard of in America from time to time. 
Apparently the local condition has remained in statu quo. The 
pruritus has not increased although the periods have now 
ceased. 

On enquiring into the history of this patient it would seem 
that she first complained of soreness and itching in 1933, and 
was told by a Paris surgeon that she was a typical case of 
leucoplakia. In 1934 although the white area and stiffness was 
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most marked in the region of the clitoris (see Fig. 2) she only 
complained of pruritus immediately before a period. In 1935 
the condition was so advanced and resistant to treatment that 
when seen by another London consultant he strongly advised 
excision. As she was anxious to conceive, having recently 
remarried, operation was deferred. 

A rather remarkable fact is, that until quite recently there 
has never been any dyspareunia nor has there been any dis- 
turbance in the normal rhythm of her periods during her 
menstrual life. 

A very close search of the literature by myself and the 
Librarian of the Royal Society of Medicine has found only 2 
cases mentioned of leucoplakia associated with pregnancy, for 
it is universally stated that in 85 per cent the menopause has 
existed for some time, whereas in the remaining 15 per cent 
some disturbance of the ovarian cycle or function has been 
recorded. 

In a private communication to me Mr. Bonney, to whom 
I showed the two accompanying photographs (which were 
taken on the table immediately before I performed the 
Caesarean), writes: ‘‘ The photographs you send are typical of 
leucoplakic vulvitis. The case is a very rare and interesting 
one. I have only seen this condition once or twice in young 
women. One of these I remember many years ago. She had 
two children successfully, as the condition had not as yet 
caused any such degree of contraction of .the vaginal orifice 
as shown here.”’ 

Mr. Gilliatt has told me that he saw a similar case many 
years ago which had been referred to the care of Mr. Playfair 
at King’s College Hospital. The contraction of the external 
genitalia was so great as to necessitate Caesarean section being 
performed. 
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Taken immediately before Caesarean section. Shows the white 
horny thickening and contraction around the clitoris and vagina 
extending on to the adjacent skin. 
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Using a Berkeley Contractor the maximum dilatation of the outlet 
is demonstrated, and the spread of the leucoplakic condition to the 
perineum and anus is seen. 
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G.A. 
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An Intravaginal Technique for the Manchester and the 
Anterior Colporrhaphy Operations 


BY 


Percy Mapas, Ch.M. (Liverpool), F.R.C.S. (Eng.), 
F.R.C.0.G. 


From the Department of Obstetrics and Gynaecology, 
University of Liverpool. 


THIS paper is based on a communication made to the North 
of England Obstetrical and Gynaecological Society in 1938, in 
which attention was drawn to the advantages of an intravaginal 
technique in the Manchester and the anterior colporrhaphy 
operations. Publication of the paper has been delayed till now 
because of certain criticisms received at that meeting; in the 
main these criticisms were that the technique seemed unneces- 
sarily complicated in view of the excellent results already 
obtained by established techniques, and further experience of the 
method was needed. Since then, 190 vaginal repairs have been 
performed using a deliberate intravaginal technique, and it is on 
the experience of these that the present technique is described. 

It is axiomatic in any form of plastic surgery that tissues 
must be sutured while they lie at rest and in their final positions. 
They must not be coapted while they are under tension and 
out of their desired place, even if the operation is rendered easier 
thereby. In the usual colporrhaphy technique the cervix is 
drawn down and the anterior stitches, both fascial and vaginal, 
are inserted with the cervix in this position. This holding down 
of the cervix is doubtless exaggerated in the various published 
diagrams of the operation, and most operators solve the technical 
problem to some extent by sewing with interrupted stitches and 
releasing the tension on each stitch before inserting the one 
below it. The cervix is thereby allowed to ascend gradually as 
the stitches are successively tied. If the operation were performed 
strictly in accordance with the published descriptions then the 
uterus and vagina would need pushing back into place after the 
anterior colporrhaphy was finished and the operation would need 
completing by an unnecessarily wide colpo-perineorrhaphy or 
even an abdominal suspension. 
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It seems better to make a deliberate attempt to insert the 
stitches while the uterus and vagina are held in their end 
positions, i.e. the uterus anteverted, the cervix displaced up- 
wards and backwards and the anterior vaginal wall held extended 
upwards and backwards to the desired length. 

In the case of a Manchester operation the steps of such an 
intravaginal technique are as follows: 

The cervix is held down in the usual way and the customary 
vaginal and cervical incisions are made. If there is any doubt 


as to how wide the anterior vaginal flap should be made, the 


initial vaginal incisions can be marked out while the cervix is 
held upwards and backwards with a volsellum. The cervix is then 
drawn down and the incisions are deepened. The anterior 
vaginal flap is then elevated, the paracervical tissues are 


clamped and ligatured, the bladder is displaced upwards so far 


as is necessary, the lateral vaginal flaps are elevated so far as 
found advisable and the cervix is amputated. The stitch or 
stitches which are used to bring the paracervical tissues together 
in front of the cervix are then inserted but are left untied. The 
posterior lip of the new external os is then fashioned by drawing 
the vagina over the posterior half of the cervical stump by an 
infolding stitch, but the refashioning of the front half of the new 
external os is left until the bladder supports are repaired. To 
sew these, the cervix is displaced upwards and backwards so as 
to place the fascial supports of the bladder on the stretch. This 


can be done either with a volsellum or more simply by inserting 


a Sims’s speculum. This upward displacement of the cervix must 
not be too extreme at this stage of the operation because other- 
wise difficulty may be experienced in covering the front half 
of the cervical stump, which may be found fixed too high for 


easy access after the supports of the bladder are sutured. 


After repairing the base of the bladder the cervix is drawn 
down as far as is compatible with accurate insertion of the stitch 


or stitches which are used to clothe the front half of the cervical 


stump and complete the new external os. 

When this is done, the uterus and cervix are pushed upwards 
into their final positions to the full extent of the vagina. A 
bimanual examination may now be made to ensure that the 
uterus is anteverted. After this is done all that is necessary to 
hold the uterus in position is a Sims’s speculum. In the original 
technique the cervix was held with a curved forceps attached to 
one of the cervical stitches, but this is not really necessary, and 
it is best to keep the operating field clear of instruments as space 
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is already limited. The margins of the vaginal flaps will now 
appear stretched out and approximated. The sutures holding 
the paracervical tissues are now tied together in front of the 
cervix. At this stage the bladder pillars may be seen or felt 
extended underneath the vaginal flaps, and if so, a few more in- 
terrupted stitches may be put into them, drawing them further 
together. The last stage of the operation consists in the intro- 
duction of a row of interrupted stitches uniting the cut vaginal 
walls. They are inserted from above downwards, and sometimes 
a little difficulty may be experienced with the topmost owing to 
the height at which the cervix is already lying and fixed. These 
vaginal wall stitches can with advantage include some of the 
underlying fascia. 


Cases of high cystocele, in which for some reason or other, 
commonly the youth of the patient, it is thought inadvisable to 
amputate the cervix, can be dealt with in a very similar way. 

In cases in which retroversion is a marked feature it is 
possible to insert a series of stitches into the paracervical tissues 
and tie them together in front of the cervix while the uterus 
is held in an anteverted position with a volsellum. This can 
be done even if the cervix is not being amputated and with care 
an effective vaginal ventral fixation can be effected. 

The object of this description of an intravaginal technique 
is rather to stress the general value of the method than to give 
the actual suture details, details which can very properly vary 
with different operators. In fact to write at all on the subject 
of vaginal repair at this stage lays one open to the taunt directed 
by Dr. Johnson against a rival critic, ‘“ The man has a rage to 
be saying something when there is nothing to be said.’’ It can, 
however, be claimed that an intravaginal technique does con- 
form more closely to the principles of plastic surgery than to the 
standard technique. By its observance some of the disappoint- 
ments which sometimes follow the usual operation may be 
avoided. 


Two Unusual Cases of Caesarean Section 


BY 


J. D. S. Frew, M.D., B.S. (Lond.), M.R.C.O.G. 


Obstetric Registrar and Assistant to Obstetric Unit, University 
College Hospital 


CASE I 


THis patient was a primigravida in 1931, when she had a normal 
vaginal delivery following a surgical ‘induction of labour by 
means of a stomach tube for disproportion at the 38th week of 
pregnancy. 

In the puerperium she developed a staphylococcal septicae- 
mia which left her with two permanent disabilities: a disarticu- 
lation of the left hip joint resulting in 2 inches of shortening 
in the left leg, and a stricture of the oesophagus, which 
prevented her swallowing anything thicker than water; conse- 
quently she had lived by means of a permanent gastrostomy 
for 6} years. 

She became pregnant again in 1937, and in spite of her 
previous experience and present condition, refused to entertain 
the thought of termination of the pregnancy. Her weight at 
this time was 7 stone 1 ounce, and during the pregnancy her 
diet, via the gastrostomy, consisted of 3 to 4 pints of milk, 
together with concentrated meat soups and 90 grains of Ferri 
cum Ammonium citrate every day. She felt well throughout the 
pregnancy, did not experience any nausea as she had done in 
the first, and at the 37th week her weight was 9 stone. 

From the 34th week onwards, the uterine pressure on the 
gastrostomy caused some leakage of the latter, but this was not 
so severe as it was feared it would be and by giving 6 small 
feeds, rather than 4 larger ones, a day, and by careful attention 
to the skin around the gastrostomy opening, the patient was 
kept comfortable. 

During the latter weeks the foetus lay as a breech or an 
oblique‘presentation. Vaginal delivery was impossible on account 
of the pelvic deformity resulting from the disorganized hip, and 
she was, therefore, delivered by classical Caesarean section at 
the 38th week, sterilization being also performed. 
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TWO UNUSUAL CASES OF CAESAREAN SECTION 


A healthy girl weighing 5 pounds 12 ounces was delivered. 
The puerperium was normal, and the patient was not allowed 
to breast-feed her baby. 


CASE 2 


This patient was delivered by the classical Caesarean section 
because, prior to this pregnancy, she had a repair operation for 
prolapse and recto-vaginal fistula. 

On the 5th day of the puerperium, following the section, 
the patient started a swinging temperature up to Io1’F., pulse- 
rate 100, she became worse, had a rigor on the 11th day and 
another on the 13th, by which time her temperature had 
reached 103°F., pulse-rate 120. On the 14th day she com- 
plained of dysuria and a catheter specimen showed the urine 
to be loaded with pus and organisms. Alkali treatment was 
commenced and the temperature fell to 100°F., pulse-rate 100. 

Somie time between the 5th and 11th days the lochia became 
profuse and offensive. By the 15th it was frankly purulent. 
and on the 16th she passed ‘‘a large mass per vaginam.’’ | 
saw her for the first time a few hours after this and found 
her general condition good. Temperature 99°F., pulse-rate go. 
The abdominal incision was clean and well healed, the uterus 
was still palpable, almost up to the level of the umbilicus, and 
seemed fixed to the abdominal wall. Apart from the large fixed 
uterus and a purulent offensive lochia, no abnormality could 
be found. 

The mass that had been passed per vaginam a few hours 
previously was then inspected. It also was purulent, about 4 
inches in length, 13 inches in breadth, and } to } inch in 
thickness. On teasing out the mass under water, one surface 
was smooth, the other ragged and flaked with pus. The sub- 
stance was found to be composed of necrotic muscle, imbedded 
in which was found the remains of 7 catgut sutures. The mass 
was, without doubt, uterine wall, including peritoneum and the 
sutures with which the uterine incision had been closed. 

There was never any excessive vaginal haemorrhage and, 
having passed the mass, the patient made an uninterrupted 
recovery. She was sterilized at the operation and so, fortunately, 
the question of allowing another pregnancy does not arise. 

When last seen, some 10 months after the operation, the 
patient was well and had not suffered any pain. The uterus 
was still palpable per abdomen, being the size of a 14 weeks’ 
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gestation, and fixed to the anterior abdominal wall. She stated 
that for the first 4 months she had been troubled by. leuco- 
rrhoea, after which it had ceased. Her 3 periods had each lasted 
6 instead of 4 days, as before the operation, but the loss had 
not been heavy. There had not been any inter-menstrual bleed- 
ing and, contrary to expectation, a utero-abdominal fistula 
Was not present. 
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Four Patients seen since the Bombardment of London 
showing unusual length of the First Stage of Labour 


BY 


R. CHRISTIE Brown, M.S. (Durham), F.R.C.S. (Eng.) 


Obstetric Surgeon, City of London Maternity Hospital ; 
Surgeon, Samaritan Free Hospital 


WE are all aware of the influence of emotion on the character 
of uterine contractions, but it is probably not until this en- 
lightened age that we have had the opportunity of observing 
the effects of the bombing of pregnant women, and of women 
in labour. I have seen both pregnant women and women in 
_labour shortly after they were bombed, in the City of London 
Maternity Hospital which received a direct hit on September 
oth, and my impression of them was that they were calmer and 
less disturbed than the members of the staff. Pregnancy, which 
carries with it a risk of death, appears to demand, as a bio- 
logical necessity, a degree of fortitude and courage that is not 
needed on other occasions, and my experience of pregnant 
women in the present war bears out this suggestion. 

Between the end of August and the middle of October—a 
period of stress to the inhabitants of London, partly due to 
anticipation and partly to their first experience of actual bom- 
bardment—I observed a peculiar feature in the character of the 
first stage of labour, namely that it progressed slowly and pain- 
lessly and, in a few cases of my experience, continued for weeks. 
There appeared to be an increased degree of what is known 
as uterine inertia. I have seen only 4 patients exhibiting this 
feature but the character of the labour in each case has been 
so unusual that I believe the cases are worthy of record. © 

The first patient I saw exhibiting this delay in labour came 
to see me at a clinic in. Harrow. She was pregnant for the 
second time, having previously had a 2 months’ miscarriage 
in 1938. She was sent to me for a routine examination. I 
examined her on August 27th, 1940, and found the foetus 
presenting by the vertex in the right occipito anterior position 
with the head so deeply engaged in the pelvis that I could not 
feel it easily by abdominal examination. I made a vaginal 
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examination to confirm that the head was in the pelvis and for 
no other reason. I found the cervix to be withdrawn and thin 
and the os was one-third dilated, the membranes were un- 
ruptured. There had not been any pain or show. 

I told the patient that she was in labour and that she must 
hurry home and call her midwife. To my surprise the same 
patient presented herself for examination a fortnight later, i.e., 
on September roth. On vaginal examination, the os was then 
one-half dilated, but in the interval there had not been any pain 
or sign of labour. I learned subsequently that she had teen 
delivered 3 weeks later, on October 3rd, after a short labour 
lasting 2 hours—I presume the length of the 2nd stage. 

If we judge the progress of the 1st stage of labour by the 
progress of dilatation of the os, then this patient was in the Ist — 
stage of labour, to my knowledge, from August 27th until October 
3rd, that is, 38 days. 

I saw two other patients, both young primigravidae, who 
had had neither pain nor any signs of the onset of labour when 
they came to the clinic for routine examination on September 
24th. Because it is my custom to make a vaginal examination 
when I see a primigravida for the first time, I discovered that both 
these women were apparently in labour. In each the cervix was 
withdrawn and thin, the membranes unruptured and the head 
well down in the pelvis. In one the os was one-quarter dilated, 
and in the other one-half dilated. I was not so sanguine on this 
occasion in forecasting a rapid termination of their pregnancies 
but nevertheless I counselled them to return to their homes and 
to anticipate labour. 

The patient in whom the os was one-half dilated ditional 
herself 5 days later, on September 2goth, after a labour lasting 
about 2 hours. This patient had expected to be confined on 
October 8th. 

The other patient presented herself for re-examination at 
my clinic 2 weeks later, that is, on October 9th. On this occasion 
the os was more than half dilated. She delivered herself 4 
days later, on October 13th, after a labour lasting, I am in- 
formed, for about 3 hours. Her expected date of delivery was 
October 16th. 

All these patients lived in Harrow. They were all in labour 
for the first time and were within a few weeks of term when 
first examined. 

I have recently seen a fourth case presenting similar features. 
On October 13th, Dr. Jack Wasserzweig, of Queensway, Bays- 
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water, telephoned me because a patient of his, a primigravida, 
who was at term, was causing him anxiety. She had neither 
pain nor a show, but on vaginal examination, made on October 
11th, he had found the cervix withdrawn, the os one-quarter 
dilated, the membranes unruptured and the head low in the 
pelvis. He had told the patient she was in labour and could 
expect her baby within the next 24 hours. After he had 
observed this state of affairs for 48 hours, he telephoned 
me, and I was able to tell him of my experience of such cases. 

Finally, on October 18th, he asked me to see the patient 
with him and I was able to confirm his findings, but by this 
time the os was half dilated. 

I separated the membranes from the lower segment with 
my finger, but otherwise I counselled observation only. She 
delivered herself on October 23rd, having had pains for 1} 
hours. Her pains, I am informed, were relegated to the 2nd 
stage only, and I presume this must have been the case with 
the 3 patients previously recorded who were delivered by 
midwives. 

I was also informed by members of the nursing staff of the 
City of London Maternity Hospital, part of which was then 
carrying on at Friern Emergency Hospital, Barnet, that, in their 
opinion, bombing hastened labour since they had observed 
many patients who had been delivered after a labour lasting 
2 or 3 hours. This length of time I believe to be the duration 
of the 2nd stage only. 

I have not seen any similar cases recently, and also the 
patients of the City of London Maternity Hospital are now 
experiencing labours of more normal length. If these cases of 
prolongation of the 1st stage of labour were due to the unusual 
stress to which the patients were subjected, I presume, since 
I have seen no others recently, that we are already overcoming 
our fears and are adapting ourselves to our new environment. 


Review of Current Literature 


Directoy: FREDERICK RoguEs, M.A., M.D., M.Chir. (Cantab.), 
F.R.C.S., F.R.C.O.G. 


Tuts Review contains the lists of contents and abstracts of the more 


important articles from the journals with which the ‘‘ Journal of Obstetrics 
and Gynaecology of the British Empire ’’ exchanges. 


The Review of Current Literature fas kept the readers of the Journal 
in touch with current literature throughout the world; owing to the war 
many journals with which the Journal of Obstetrics and Gynaecology previ- 
ously exchanged are no longer received. At the end of the year an Index of 
all the subjects contained in the articles of the journals reviewed is printed. 
Arrangements are also made to include abstracts of important articles on 
border-line subjects, such as Physiology, Biology, and Biochemistry. 


LIST OF ABSTRACTORS 
J. Lyte Cameron, F.R.C.S.; W. E. CRowrTuer, M.B.; R. H. B. Apam- 
son, M.D.; B. JEAFFRESON, F.R.C.S.; P. Mapas, F.R.C.S.; T, N. A. 
JEFFCOATE, F.R.C.S.; MEAvE Kenny, F.R.C.S.; JANE H. 


The Lancet 


January 11th, 1941. 


“Effects of oestrogens on lactation. S. J. Folley. 


February 1st, 1941. 
Malignant hydatidiform mole complicated by torsion of a fibroid. Stanley 
A. Way. 
February 8th, 1941. 
“An outbreak of pemphigus neonatorum in a maternity home. S. D. Elliott, 
E. H. Gillespie, and Eardley Holland. 


EFFECTS OF OESTROGENS ON LACTATION. ' 
Folley gives a short but interesting account of the results of other investi- 
gations of the effects of oestrogen on lactation. It is now a well-known 
fact that the administration of oestrogen stimulates growth of the mammary 
ducts and the lobule-alveolar system. It has further been known for some 
time that oestrogen will inhibit lactation. Folley also describes a second 
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action of oestrogen when the administration of moderate doses to lactating 
cows resulted in prolonged and significant increases in the percentages of 
fat and non-fatty solids in the milk; while the inhibition effect was only 
partial and temporary. : 

He experimented with cheap synthetic oestrogen for this enrichment effect 
on cows and came to the conclusion that, (a) the threshold for enrichment 
effect is lower than that necessary for inhibition, (b) this effect represents a true 
stimulation of lactation, and (c) the enrichment and inhibitory effects are 
more difficult to separate when using a synthetic preparation instead of one 
from the natural source. The author therefore believes that oestrogenic 
hormone possesses the power of stimulating not only mammary development 
but also lactation when administered in small doses, and of inhibiting both 
in large doses. 


AN OUTBREAK OF PEMPHIGUS NEONATORUM IN A MATERNITY HOME. 


The authors describe the history of an outbreak of mild staphylococcal 
infection of the skin. This epidemic affected 22 infants, 2 mothers and a 
nurse. This nurse, who developed two skin lesions, was a carrier in her nose 
of a staphylococcus, identical with that obtained from the lesions of the 
infants, She was the night nurse from the time that the nursery was opened 
until the time when she was suspended because of an infective skin lesion. 
The infected infants were isolated from the remainder but this nurse was the 
only nurse who was continuously in charge of all the infants born in the home, 
except for the four infants born after her suspension. Of the last four infants 
born only one became affected and it was cared for by a nurse who shared 
the same bedroom as the original nurse. Whenever a fresh case occurred 
the day and night nurses, who had been in contact, were at once taken off 
duty, the usual disinfection of person and clothing was carried out, and they 
were sent away from the home for three clear days. When the infected nurse 
was discovered and the home closed for fumigation no further case occurred. 
Two mothers, whose babies were affected, developed similar eruptions on 
the skin of the breast; both infants were breast-fed. The wearing of gloves 
by the nurses whenever they handled the infants had no effect on the spread 
of the infection. 

The lesion first occurred on the exposed areas of skin. A small clear-cut 
red area, a small red spot, or a small crop of confluent spots first appeared. 
In a few hours the cuticle over the affected areas became yellowish, wrinkled 
and loose. Only once was a small blister, of very short duration, seen. The 
exposed areas were at first bright red and moist, but quickly dried and faded, 
and healed rapidly. The primary lesions were almost invariably followed by 
similar but more extensive lesions, and thus large areas of skin were denuded 
of epidermis. Apart from the skin lesion none of the infants appeared ill and 
all continued to thrive. 

From all cases except one almost pure cultures of staphylococcus pyogenes 
were obtained. The same type of coccus was obtained from the nurse’s nose 
and the lesion of her hand. The same type was also obtained from plates 
exposed to the air in the nurses’ dining-room, a nursery containing two infected 
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infants, and a ward with the two infected mothers. Plates exposed in other 
places did not contain this type. The authors are of the opinion that the 
evidence suggested that the nurse was the source and also the means of spread 
of the infection. : 


Bryan L. JEAFFRESON. 


The Canadian Medical Association Journal 


Vol. xliii, No. 5, November 1940. 
*Carcinoma of the vulva. W. G. Cosbie. 
*Coincidental intra-uterine and extra-uterine gestation. R. B. Hare. 


CARCINOMA OF THE VULVA. 


A study is made of 59 patients with carcinoma of the vulva. Fifty-six 
had squamous-celled carcinoma, two melanotic carcinoma, and one car- 
cinoma of Bartholin’s gland. It is a disease of later life and of women 
in poor circumstances. The oldest of the series was 79 years, the youngest 
41, and the average age was 62 years. Sixteen women were nulliparous, 
while 15 had had three or more children. It appears that sterility and 
fertility have no bearing on this type of growth. 

The most common symptom was pruritus vulvae. Many patients 
noticed a lump in the vulva, which, in the majority, was not painful, 
although discomfort was noticed by a few. Dysuria and urinary fre- 
quency were common complaints. Discharge and bleeding were often 
the first signs to attract the patient’s attention. The commonest site in 
which carcinoma developed was on the labium majus, appearing as a 
plaque, or nodule, soon becoming ulcerated. The underlying tissues be- 
came invaded at an early stage. The second most frequent site was in 
the labium minus, the majority of these arising in the region of the pre- 
puce of the clitoris. Two tumours developed in the vestibule, which, 
however, was usually invaded secondarily from growths situated else- 
where. Two growths occurred in the perineum. The tumour arising in 
Bartholin’s gland appeared as a hard nodular swelling beneath the skin. 

Ulceration, often widespread, in the vulva and vagina, with consider- 
able excavation, was noticed in advanced tumours. In these cases the 
inguinal glands were often palpably enlarged, but one-third of these 
enlarged glands were proven, microscopically, not to contain malignant 
growth. A table is given illustrating the number of cases in which glands 
were involved, by growth, when they were palpably enlarged. Of the 
glands removed surgically, and examined microscopically, in living patients, 
nine showed no involvement, and one showed secondary growth. Of dead 
patients, one had the glands involved by melanotic carcinoma, and three 
had secondary carcinoma. Of patients dead from the growth, there were 
13 with glands not involved, and one with secondary growth. 
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Twenty-one patients had leucoplakia vulvae, with the usual symptoms 
of pruritus or pain. In nine of the cases these symptoms were present 
for nine years or over, while in seven the symptoms had been present 
for less than a year. Taussig is of the opinion that half of the patients 
suffering from leucoplakia vulvae will develop cancer, and should there- 
fore be treated by excision of the vulva. 

The diagnosis of carcinoma of the vulva is usually easily made, but 
many patients endure all the symptoms which have already been mentioned 
for a long time before coming for examination. Twelve patients of the 
series discussed were moribund on coming to hospital. It appears that 
this type of patient seems to be very unwilling to come for examination. 

There seems to be a tendency to consider carcinoma of the vulva to 
be of a low grade of malignancy, but the present study shows its insidious- 
ness. The author again quotes Taussig as having shown that a favourable 
.cure-rate can only be expected from radical excision, of the vulva with 
complete extirpation of the glands to which lymph is tributary, and he 
gives the following figures. Simple excision of the vulva gives a 5-year 
cure-rate of 3, or 6 per cent; irradiation 12 per cent; whereas radical 
excision cures 65 per cent. A table is given illustrating a post-mortem 
study of six patients and some interesting points are revealed. The case 
of carcinoma of Bartholin’s gland was treated by repeated local incisions 
and irradiation. Secondary growths were found in the cranium, long 
bones, lungs, skin, brain, widely in the abdominal lymph glands, and 
in almost all the abdominal viscera. One patient of 79 had the disease 
for 10 years and was moribund on admission, dying of pneumonia. There 
were secondaries only in the inguinal glands. Ore patient of 76 years, 
treated by irradiation, died of intercurrent disease and had extensive in- 
_volvement of the inguinal glands, skin and groin, and there were secon- 
daries in the pleura. 

Another table is given, grouping the patients as old, over 62 years, 
and young, under that age. This reveals the relatively high death-rate 
in the younger group of patients, and the almost unusually advanced 
stage of the growth in the older. 


A table is also given showing the survival-rate for different forms of 
treatment. This shows quite clearly that the best form of treatment for 
carcinoma of the vulva is radical excision of the vulva. Even in the 
advanced cases this operation was not attended by a high degree of shock. 
The author has developed a routine technique for the radical excision of 
the vulva. The vulva is first excised and then a bilateral glands incision 
is performed. A semi-lunar incision is made from the anterior superior 
iliac spine to the spine of the pubis, and is deepened to the superficial 
fascia. All the gland-bearing fatty tissue of Scarpa’s triangle is removed 
in its entirety. The long saphenous vein is tied and severed near the apex 
of the triangle, where it joins the femoral vein, and the whole mass of 
connective tissues and glands is reflected so as to clear the fascia lata 
and to expose clearly the fossa ovalis. The femoral canal is cleared of 
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all its fatty tissue, thus removing the gland of Cloquet, the highest node 
of the chain. The author is in agreement with Taussig and others that 
this radical removal of all the glands is an important step. He does not 
agree that the very radical operations of Kehrer and Stoeckel, in which 
the iliac glands are removed, is justifiable, believing that involvement of 
these glands signifies a much wider extension of the growth, nor does he 
consider it justifiable to divide Poupart’s ligament, as this is liable to 
be followed subsequently by hernia; nor is there justification for remov- 
ing the round ligament, as it has a different lymphatic drainage. 

The author quotes Richards of the Institute of Radio-therapy, Toronto, 
who states that carcinoma of the vulva presents difficulties for treatment by 
radio-therapy. These growths are highly radio-resistant, while the tissues. 
of the vulva are radio-sensitive and easily injured, resulting in oedema, 
inflammation and extremely painful ulcers. He advocates surgical pro- 
cedures in preference to radio-therapy. Secondary carcinoma of the lymph 
glands is also very refractory to radiological treatment. The employ- 
ment of contact therapy recently introduced appears, however, to afford 
a method of treatment especially applicable to very old and infirm patients, 
who have, at best, a short expectation of life. 

Several full and explanatory tables are included in the text, some 
excellent illustrations are given, together with brief case reports, and a 
very full bibliography is appended. 


COINCIDENTAL INTRA-UTERINE AND EXTRA-UTERINE GESTATION. 


The author, not having seen a report of a similar case in the current 
literature, considers that this one merits publication. The patient, a 
woman of 20 years, having had one child two years previously, was ad- 
mitted for severe abdominal pain and slight bleeding. She gave a history 
that, for a week previously, she had had crampy pains off and on in 
the lower abdomen. Her last menstrual period began on November 17th, 
but this was a very scanty one. The temperature was normal, the pulse- 
rate 80; the abdomen was not rigid, but was very tender, especially in 
the left lower quadrant. Vaginal examination revealed the uterus to be 
retroverted, but rather ill-defined. The cervix was closed and no mass or 
bogginess could be felt in the fornices. The white cell count was 19,400 
of which 83 per cent were polymorphonuclear, and there were no urinary 
symptoms. 

A diagnosis of ectopic gestation was made, the abdomen was opened 
and about three pints of fluid blood and clots were removed. The left 
Fallopian tube was dark, distended with blood, and there was an ex- 
ternal tear upon it. The right appendages were normal. The uterus was 
of the size of two and a half to three months’ pregnancy, and had the 
mottled appearance associated with gestation. The left Fallopian tube 
was clamped and removed intact. Sections of the haemorrhagic mass 
removed from the Fallopian tube showed an amount of haemorrhage in 
which were embedded chorionic villi and syncytial cells. These latter cells. 
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were also seen attached to the wall of the Fallopian tube. There was 
no evidence of an embryo, either on examination of the Fallopian tube 
or of the haemorrhagic mass. 

The patient was re-admitted in August of the same year. She had 
a normal labour of 147%; hours, when a living female infant was born 
weighing 814 pounds, normal in every way. The puerperium was un- 
eventful. 

J. LYLE CAMERON. 


American Journal of Obstetrics and Gynecology 


Vol. xxxviii, No. 5. 


Presidential address. F. C. Holden. 

The relation of the oestrogens and other placental hormones to sodium 
and potassium balance at the end of pregnancy, and in the puer- 
perium. H.C. Taylor, R. C. Warner, and Catherine A. Welsh. 

Oestrogenic and gonadotropic hormones in the blood of climacteric women 
and castrates. C. F. Fluhmann and K. M. Murphy. 

Experimental biologically active ovarian tumours in mice. S. H. Geist, 
J. A. Gaines, and Abou D. Pollack. 

A study of the reticulum and of luteinization in granulosa- and theca-cell 
tumours of the ovary. H. F. Traut, Alberta Kuder, and J. F. Cadden. 

*Vascular lesions in the decidua basalis. John L. McKelvey. 

*Chorion-epithelioma. K. M. Wilson. 

The arterial phenomena associated with uterine bleeding in tubal preg- 
nancy. H. O. Jones and J. I. Brewer. 

The ovarian hormones and experimental menstruation. G. W. Corner. 

*Brenner tumours of the ovary. E. Novak and H. W. Jones. 

The effect of carcinoma of the cervix uteri and its treatment upon the 
urinary tract. H. S. Everett. 

The influence of repeated radiation on the salvage statistics of carcinoma 
of the cervix. L. C. Scheffey. 

*The management of acute puerperal inversion of the uterus. S. A. 
Cosgrove. 


Vol. xxxviii, No. 6. 


*The significance of endocrine assays in threatened and habitual abortion. 
J. S. L. Browne, J. S. Henry, and Eleanor H. Venning. 

A critical survey of 1,066 Caesarean sections. H. B. Matthews and 
Hi. S, Acken. 

Bacteriology of the uterus at Caesarean section. T. K. Brown. 

The glycosurias of pregnancy. E. Allen. 

Occiput posterior. L. A. Calkins. 

*Newer concepts of blood-coagulation and the control of haemorrhage. 
_E. A. Schumann. 
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Electrical and mechanical activity of the human non-pregnant uterus. 
E. Jacobson, J. E. Lackner, and M. B. Sinykin. 

Studies in artificial ovulation with the hormone of pregnant mares’ serum. 
S. L. Siegler and M. J. Fein. 

Pelvic prognosis on the basis of recent X-ray studies of the female pelvis. 
E. C. Hartley. 

*The treatment of after pains and painful engorgement in the puerperium 
with testosterone propionate. A. R. Abarbanel. 

The determination of rupture of the membranes. J. I. Kushner. 

Errors in the diagnosis of hydrocephalus in breech presentation. A. L. 
Dippel and A. B. King. A 

Irradiation of cancer of the cervix. Rieva Rosh. 

Latent gonorrhoea in obstetric patients. W. W. Tucker, R. E. Trussell, 
and E. D. Plass. 

Post-operative ureteral obstruction due to ptosis of the kidney. M. L. 
Leventhal and E. M. Solomon. 

Velamentous insertion of cord with spontaneous rupture of vasa praevia 
in twin pregnancy. A. J. Kobak and Melvin R. Cohen. 

Tuberculosis of the placenta. G. Schaefer. 

Tubal pregnancy with tuberculous salpingitis. I. F. Stein. 

Primary chorion-epithelioma of the Fallopian tube. J. L. Fleming, G. F. 
Thompson, and P. F. Fox. 

Carcinoma of fundus in complete procidentia. H. Charache. 

Rectal administration of evipan soluble in obstetrics. G. Rosenblum 
and A. N. Webb. 

Massive doses of sulphanilamide in pregnancy. J. Kotz and M. S. 
Kaufman. 

Combined intra-uterine and extra-uterine pregnancy. A. M. Rosenthal. 

An instrument for the treatment of trichomonas vaginitis. M. Robinson. 

Selected abstracts. Placenta. 


Vol. xxxix, No. 1. 


Response of the human post-partum uterus to posterior pituitary extracts. 
S. Gardiner and J. T. Bradbury. 

The diagnostic significance of the endometrial glands in early pregnancy. 
S. H. Sturgis. 

Specific toxaemia, essential hypertension, and glomerular nephritis, asso- 
ciated with pregnancy. I. Wellen. 

Congestive heart failure in pregnancy. T. W. Oppel. 

*The management of placenta praevia. R. E. Arnell and W. F. Guerriero. 

Placenta circumvallata. J. E. Hobbs and C. N. Price. 

A study of cervical polypi. S. L. Israel. 


_ Pregnancy after thoracoplasty for tuberculosis. W. F. Seeley, R. S. 


Siddall, and W. J. Balzer. 
*A comparative study of male and female pelves. H. Thoms and W. W. 
Greulich. 
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An infant incubator. Francis G. Benedict, Priscilla White, and R. C. 
Lee. 

Leucaemic: infiltration of the female internal genitalia as a cause of 
vaginal bleeding. H. Hauptman and F. J. Taussig. 

Vaginal acidity (in vivo glass electrode measurements) in late pregnancy 
and its relation to the vaginal flora. R. E. Trussell and R. F. 
MacDougal. 

Palliative treatment of dysmenorrhoea. G. W. Ainlay. 

Blood studies during pregnancy and the puerperium. J. S. Labate. 

Shoulder presentations. R. Torpin. 

Pathological and clinical aspects of adenomyosis and endometriosis. M. L. 
Dreyfuss. 

*An attempt to control foetal weight. L. E. Arnold. 

Treatment of metromenorrhagia with testosterone propionate. W. C. 
Sturgis, A. R. Abarbanel, and D. S. Nader. 

Inhibition of lactation during the puerperium by testosterone propionate. 
C. H. Birnberg, L. Kurzrok, and S. J. Klor. 

The use of testosterone propionate in the inhibition of lactation during 
the puerperium. S. L. Siegler and L. M. Silverstein. 

Adeno-acanthoma of the uterus. H. J. Schattenberg and J. Ziskind. 

Clinical experiences with stilboestrol. C. G. Collins, J. C. Weed, B. B. 
Weinstein, and F. R. Lock. 

Hyaline adenoma of the cervix. N. W. Elton. 

Tubal pregnancy associated with tuberculous salpingitis. E. D. Busby 
and J. H. Fisher. 

Carcino-sarcomatodes of the uterus. C. F. Dixon and M. B. Dockerty. 

Tuberculous endometritis. A. B. Tamis. 

A deformed pelvis due to cleidocranial dysostosis. C. J. Marshall and 
B. I. Wulff. 

Purpura rheumatica complicating the puerperium. J. P. Long and R. A. 

Mono-amniotic twin pregnancy with living infants. J. Parks and J. R. 
Epstein. 

Pneumococcus, type III, associated with pelvic inflammatory disease. 
A. W. Bennett and W. F. Mengert. 

The formation of an artificial vagina without operation by the Frank 
method. W. R. Holmes and G. A. Williams. 

A granulosa-cell tumour of the ovary with observations on radio sensi- 
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An umbilical cord shield. C. W. Pavey. 

The survival of the Dionne quintuplets. A. R. Dafoe. 
Society transactions. 

Selected abstracts. Carcinoma. 


VASCULAR LESIONS IN THE DeEciIpUA BASALIS. 


McKelvey has studied changes in the arterioles of the decidua basalis 
in normal and a few abnormal pregnancies. He obtained his material 
from sections of placentae and, therefore, his study of the vessels was 
limited to those above the musculature. He found that these arterioles 
were very tortuous and that in the majority there was no evidence of a 
muscular media. The walls were composed of decidua, chorionic cells, 
a mixture of these undergoing various stages of degeneration, or a peculiar 
hyaline non-cellular ground-substance, staining densely with eosin. This 
fibrinoid material formed rings of varying thickness about the lumina 
of the vessels. In some vessels the surrounding area appeared to be 
diffusely infiltrated by a plasma-like material which destroyed the en- 
meshed chorionic or decidual cells. The greater the degree of change in 
the vessel-wall, the more likely was the endothelium to be absent, and 
this was most noticeable at term. There was no evidence that this form 
of lesion was associated with toxaemia, neither was there any evidence 
of excessive infarction of the placenta in the immediate neighbourhood of 
these lesions. In this series these lesions were found as early as the 
7th month. The damage to the vessel-wall resulted in great dilatation of 
the lumen and the appearance of aneurysmal dilatation with breaking- 
up of the wall at those points. These changes then lead to rupture, 
with the production of miniature or clinically premature separation of 
the normally implanted placenta. As this is a dangerous process, the 
author discusses its possible mechanism. It occurred in the absence of 
increased systemic pressure and it is possible that it represents a_res- 
ponse to normal pressure in a weakened vessel. From these investigations 
the author is of the opinion that the basic circumstances of premature 
separation of the placenta are present in most, if not all, human placentae, 
and that this clinical entity is not necessarily associated with toxaemia. 


CHORION-EPITHELIOMA. 


Any description of these comparatively rare tumours is interesting but 
this report of the details of 5 cases is exceptionally so. As 2 followed a 
hydatidiform mole, 2 followed an early abortion, and only 1 followed 
a full-time pregnancy, it again shows that the termination of an early 
pregnancy is the most important aetiological cause. In this series it is 
possible that hydatidiform degeneration, in a mild degree, was present 
in the 2 abortions. The interval between the termination of the preg- 
nancy and the development of symptoms suggestive of chorion-epithelioma 
varied considerably, the shortest being one month and the longest being 
more than a year. One case followed a year after a full-time pregnancy 
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but there was the history of the removal of a mole a year before, and 
it is possible that the tumour really owed its origin to that. In most 
cases many curettings were done before the diagnosis was established. 
In 2 of the 5 cases no evidence of chorion-epithelioma was ever obtained 
with the curette and the diagnosis was made either after the removal of 
the uterus or when secondary deposits had developed. It was also found 
that a positive Friedman test could not be considered dependable as an 
aid to diagnosis. It tended to be negative until the local tumour was 
large enough to be diagnosed by clinical means or until secondary deposits 
had become generalized throughout the lungs. However, if it is positive 
in a case suspected of chorion-epithelioma, the author is of the opinion 
that hysterectomy is indicated even if no evidence of the tumour can 
be found on microscopical investigation of the curettings. , 


BRENNER TUMOURS OF THE OVARY. 


To those who study ovarian neoplasms, the so-called Brenner tumour 
causes most difficulty. In this paper Novak and Jones report 14 new 
cases. They give a careful description of the histology of this tumour 
and of its clinical signs and symptoms. In former years this neoplasm 
was included in the group of special ovarian tumours along with the 
granulosa-cell tumour and the arrhenoblastoma; but as it is so essentially 
benign and has no biological effect on the patient, the authors are of 
the opinion that it should not be thus classified. Brenner himself con- 
fused this tumour with the granulosa-cell carcinoma and this confusion 
exists to the present day with many pathologists. In 1932 Robert Meyer 
described its characteristics and distinguished it sharply from granulosa- 
cell carcinoma. 

On the question of its histogenesis, the authors agree with the present- 
day accepted theory that it arises from the islands of Walthard. These 
inclusions may be found in the superficial portions of the ovary, and even 
more frequently in the Fallopian tubes and uterine ligaments in the new- 
born and in the child, and occasionally in the adult. They consist of 
nests of cells resembling squamous epithelium and often associated with 
tiny cystic spaces. These inclusions may also take the form of gland- 
like spaces lined by columnar, or perhaps ciliated, epithelium with 
definite mucoid activity. These islets of cells are very much like those 
seen in the Brenner tumour and, at least, this is circumstantial evidence 
that the tumour arises from these nests. Another alternative is that 
these tumours arise from areas of squamous metaplasia of the cells of the 
surface of the ovary. A third possible source, as suggested by Schiller, 
is that they are derived from Wolffian remains and therefore possess the 
potentiality to form epithelium like that which normally characterizes the 
urinary tract. 

The gross appearance of the solid tumours is quite similar to that of 
a fibroma, though there is frequently a yellowish tint to the cut surface. 
The aaa constituents are the characteristic nests of epithelial cells 
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and the fibromatous connective-tissue groundwork surrounding the epithelial 
islands. Both of these must be present to justify the diagnosis of Brenner 
tumours. In the nests, the striking characteristic is the uniformity of the 
cells. They are rather large and polyhedral with small nuclei of ovoid 
shape; there is no suggestion of over-activity, so they do not suggest malig- 
nancy. In most tumours there is a tendency to central cystic degenera- 
tion of the epithelial nests and this may superficially resemble a Graafian 
follicle. In some cases there may be a transition of the cells into a 
cylindrical type identical with that characterizing the ordinary pseudo- 
mucinofs cyst adenoma. In these circumstances, the authors point out 
that large tumours of the latter variety may be produced with only small 
nodular vestiges of the Brenner tumour in the wall to indicate the origin. 


THE MANAGEMENT OF ACUTE PUERPERAL INVERSION OF THE UTERUS. 


The greatest number of inversions appear to depend on inexpert 
management of the third stage of labour. Cosgrove stresses the import- 
ance of a prompt recognition of the lesion, as its management at this 
stage gives the best opportunity of success. Although this accident is com- 
paratively rare, the possibility of its development should always be borne 
in mind. An unusually prompt, persistent or profuse bleeding during, 
or following, the third stage of labour, with irregularity of the contour 
of the uterus, are the signs which must be recognized early. Then the 
abnormality can be corrected before the development of severe shock, with 
a consequently good prognosis. In the author’s series of 9 cases, I case 
was lost and delay in the diagnosis of the acute inversion probably played 
the most important part in her death. The author advises the immediate 
replacement of the inverted uterus by whosoever is conducting the de- 
livery and, if shock is already present, anti-shock treatment should be 
given at the same time. He does not advise packing the vagina and the 
transportation of the patient from her home. The vagina should only be 
packed to control loss of blood if the shock is too deep to allow replace- 
ment. 


THE SIGNIFICANCE OF ENDOCRINE ASSAYS IN THREATENED AND HABITUAL 
ABORTION. 


Browne and his co-workers describe in this paper their conception of 
the importance of progesterone in maintaining normal pregnancy. From 
a study of the curve of excretion of prolan in normal pregnancy, of the 
excretion of pregnandiol during the normal menstrual cycle and _preg- 
nancy, of the effect of the gonadotrophic substance in the urine during 
pregnancy on the corpus luteum, and of the effects of removal of the 
Ovaries on pregnandiol excretion during pregnancy, the authors have 
elaborated a theory of the source and function of progesterone in preg- 
nancy. The normal corpus luteum begins to function between 24 and 
36 hours after ovulation and continues to function for 10 to 12 days. 
From the time at which prolan appears in the urine, it is probable that 


542 


1 
| 


REVIEW OF CURRENT LITERATURE 


the chorion begins to secrete this substance almost immediately on 
implantation. The prolan maintains the function of the corpus luteum 
at a slightly higher level than the maximum of the normal menstrual cycle. 
If the corpus luteum secretes progesterone for only 7 days, the endo- 
metrium would begin to break down before firm implantation had taken 
- place; the authors have observed such a short corpus luteum phase in some 
sterile patients, in whom no other cause for infertility could be found. 
A rise in pregnandiol excretion begins to take place from the 7oth day 
to the rooth day and marks the beginning of the secretion of progesterone 
by the placenta. The rate of secretion of progesterone by the placenta 
gradually increases after this time to term. Prolan is secreted by the 
chorion from conception until term. The ovary assists in the secretion of 
oestrogens until about the 7oth day, but after this time the placenta takes 
on the whole task of secreting these substances. 


The authors describe their method of collecting their specimens of 
urine. The amount of prolan was estimated according to Browne’s and 
Venning’s technique, oestrogens were extracted with ether after hydro- 
lysis with zinc and hydrochloric acid and the amount of pregnandiol was 
determined by the method of Venning. They divided their cases into: 
(a) those patients in whom abortion actually occurred, (b) those show- 
ing symptoms of threatened abortion but in whom the gestation con- 
tinued, and (c) those who had had one or more previous miscarriages, but 
who showed no abnormal symptom during the pregnancy under investi- 
gation. Detailed descriptions of these cases are given. 


In group a the pregnandiol tended to be very low or negative in cases 
in which abortion occurred early and completely; in many of these the 
prolan estimation was also lower than normal. In one case in which 
abortion was self-induced the pregnandiol estimation was normal in spite 
of the loss of a macerated foetus. However, the placenta remained inside 
the uterus for another 12 days and then had to be removed. This case 
shows that the foetus is not the source of the pregnandiol. In 4 cases 
of missed abortion occurring later in pregnancy the prolan values were 
entirely normal for the period of pregnancy, while the excretion of preg- 
nandiol and oestrogens was abnormally low. Their therapy is that the 
placenta (chorion) begins to form prolan before it begins to form oestro- 
gens and progesterone. If the gestation then ceases, it apparently does 
not go on to develop these functions but, as it is in contact with the 
maternal circulation, the secretion of prolan persists. 


In the groups of threatened abortion and habitual abortion the esti- 
mations of progesterone and prolan excretion did not give much in the 
way of uniform results. The authors are of the opinion that the time 
of change-over of progesterone formation from the corpus luteum to the 
placenta is the unstable stage and it is at that time that progesterone 
therapy can be of the most value. However, they agree that the esti- 
mation of the excretion of pregnandiol at this time is very variable, and 
therefore it is difficult to get a scientific proof that this form of therapy 
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is indicated. In some cases the values are low and yet there are no 
accompanying symptoms. In others, bleeding occurs and the values of 
progesterone excretion are within the normal. If the prolan estimation 
is low, it is probable that the pregnancy is already degenerate and so 
the administration is of no value. However, they warn us not to depend 
on only one estimation, as in some cases they have noticed that a preg- 
nancy has continued to term in spite of a low prolan estimation. Yet, 
in such cases, the progesterone estimation may be low and apparently 
indicate substitional therapy of this substance. The authors hold the view 
that the cause of many abortions is a faulty gestation from the first; the 
chorion partakes of this abnormality and produces an amount of gonado- 
tropic substance inadequate to prolong the corpus luteum beyond a 
certain point. In other cases, abortion may occur because the placenta 
is slow in taking over the function of the corpus luteum, as can be demon- 
strated by a rise of pregnandiol later than normal. 

On the question of progesterone therapy, the authors are convinced 
that it should be given before symptoms start in cases of habitual abortion. 
The dose should not be less than 5 mgm. of progesterone given every day 
or every other day until the danger period has been passed. If preg- 
nandio! estimations can be done, a definite rise in its excretion would then 
indicate’ that further therapy is unnecessary. The danger of wasting 
treatment on a dead foetus and the uselessness of treating a patient after 
her own placenta has begun to produce 25 to 50 mgm. itself should always 
be borne in mind. 


NEWER CONCEPTS OF BLOOD-COAGULATION AND THE CONTROL OF HAEMOR- 
RHAGE. 


In this paper Schumann briefly describes the work of Steinberg and 
Brown on problems of blood-coagulation. They found that oxalic acid, 
when injected into an animal, accelerated the rate of the coagulation of 
the blood markedly and rapidly. They then devised a titrametric test for 
oxalic acid in the blood, and the normal values for human beings were 
established at 5.5 to 7.5 mgm. per 100 c.c. Schumann points out that 
apparently oxalic acid itself is a most potent agent in the mechanism of 
clotting, and that this is somewhat surprising since the salts of similar 
dibasic acids, notably sodium citrate, have been extensively used for the 
very opposite purpose. It is thought that oxalic acid acts as a catalyzer 
and adds to the function of calcium, platelets and tissue juices in the 
formation of thrombin. Steinberg has found that the introduction of a 
small amount of oxalic acid to the circulation augments the formation of 
this substance, already normally present, so that the oxalic acid level is 
increased far beyond the amount added to the blood. Koagamin is now 
on the market. This is an extract of certain plant substances, containing 
as its principal active agent oxalic acid, possibly with the little-understood 
vitamin K. It contains 1 mgm. of oxalic acid per c.c. and the usual dose 
is 3 c.c. intravenously, followed by 2 c.c. intramuscularly at intervals of 
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3 to 4 hours. Its effect becomes apparent after 10 to 15 minutes and lasts 
about 8 hours. This preparation has been extensively employed in the 
treatment of haemorrhage of various origins, haematemesis, bleeding 
gastric ulcers, haemoptysis, etc., and the author has had most gratifying 
results with it in obstetric and gynaecological work. He gives an inter- 
esting description of its use in a case of twins in which both infants were 
suffering from haemorrhagic disease of the newborn. In this case one 
was treated with koagamin with an excellent result and the other by 
blood-transtusion; the bleeding in the second infant could not be con- 
trolled until koagamin had been administered. He has also found its use 
satisfactory in post-partum haemorrhage and in placenta praevia. 

In the discussion which followed the reading of this paper, much doubt 
was expressed concerning any relation between oxalic acid and vitamin K, 
and a warning was given against the widespread use of this material with- 
out more careful study of its pharmacological character, as this acid is 
toxic enough to be commonly used for suicide. The author explained that 
the drug had been given to over 1,200 patients and not a single reaction 
of any sort had been noted. 


THE TREATMENT OF AFTER PAINS AND PAINFUL ENGORGEMENT IN THE 
PUERPERIUM WITH TESTOSTERONE PROPIONATE. 


Abarbanel describes the treatment of severe after pains in the puer- 
perium and of engorged breasts with testosterone propionate. He briefly 
explains the therapeutic rationale for its use. All sexual hormones are 
definitely bisexual in their action, though to a varying degree. Embryo- 
logically, as well as biologically, the female gonad exhibits strongly bi- 
sexual potentialities. Normal human females excrete from one-sixth to as 
much androgenic substances in their urine as do normal men. The action 
of testosterone resembles oestrogen in many respects, yet it may simulate 
the action of progesterone. 

In the treatment of after pains 5 mgm. of testosterone were given 
intramuscularly and one hour later 5 mgm. more subcutaneously in order 
to sustain the initial reaction over a longer period of time. Relief was 
usually apparent in 20 minutes to one hour, and was complete in 82 per 
cent of the patients treated. Of the remaining 8 patients, 2 secured 
complete relief with an additional 5 mgm. The behaviour of this, sub- 
stance was similar to the effects of progestin. Motility did not seem to 
be completely inhibited and there was the general impression that in- 
volution of the uterus was definitely hastened. With regard to its use 
in the treatment of painful engorgement of the breasts, the author is unable 
to give any explanation. Fifty cases were treated with testosterone after all 
the usual methods had failed to give relief. All previous medication was 
stopped and 5 mgm. of testosterone was given intramuscularly followed by 
5 mgm. subcutaneously one hour later. Relief was apparent in one hour 
and complete in 3 to 6 hours. The breasts usually became soft in 3 
days, if the mother did not continue to feed the baby at the breast. 
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These excellent results were obtained in 92 per cent of those treated. Of 
the remaining 4 cases, one obtained marked relief with an additional 5 mgm. 
No inhibition of lactation was noted in those mothers who continued to 
nurse their babies. 


THE MANAGEMENT OF PLACENTA PRAEVIA. 


The authors report a series of 260 cases of placenta praevia, with an 
incidence of 1:134 of all obstetric admissions. There was a gross maternal 
mortality of 7.6 per cent and these deaths accounted for 8.3 per cent of 
the entire maternal mortality of the hospital. The gross foetal mortality was 
32.3 per cent. This report covered a period of 10 years and they found that 
certain changes occurred in the methods of treatment during that time, 
with a gradually notable improvement in both the maternal and foetal 
mortality. The authors stress the importance of the employment of a 
routine management, which can be applied to all cases, and thus they 
were able to decrease the maternal mortality by 30 per cent. This manage- 
ment included instruction to every patient to report any genital bleeding, 
prompt admission to hospital, the establishment of the diagnosis by vaginal 
examination after all preparation had been made for immediate delivery, 
preparation for blood-transfusion, and the termination of the pregnancy 
by an appropriate method as soon as the diagnosis had been confirmed. 
In their experience, 50 per cent of all cases of painless genital bleeding 
in the last 3 months of pregnancy proved to be due to placenta praevia, 
the initial bleeding occurred before the 28th week in 2.6 per cent, betweené 
the 28th and 37th weeks in 31.1 per cent and after the 37th week in 66.3 
per cent of cases. The diagnosis was made by digital examination and, 
if the spongy mass of placenta could not be felt, a bivalve speculum was 
inserted for direct inspection of the cervix. They classified their cases 
under the usual three groups of complete, partial and marginal; the third 
of these included the cases in which the placenta was on the lower seg- 
ment, but its edge could not be felt, as well as those in which the edge 
could just be felt through the dilating os. One hundred and sixty-two 
cases (62.3 per cent) were delivered from below, with a maternal mortality 
rate of 11.1 per cent and a foetal mortality of 19.2 per cent. Rupture of 
the membranes, Willett’s forceps and simple breech traction gave the best 
results to both mother and child, but these forms of treatment were used 
for the less serious cases of the partial and marginal types. Braxton 
Hicks’s version was used in 8 complete, 1o partial, and 3 marginal cases 
and gave a high maternal mortality of 24 per cent and the highest foetal 
mortality of 80.9 per cent. The vagina was packed in 4 complete, 5 
partial and one marginal case with a maternal mortality of 40 per cent 
and a foetal mortality of 80 per cent. In the later years of this study, 
cases which would formerly have been treated by the insertion of a bag, 
Braxton Hicks’s version or vaginal packing, were treated by Caesarean 
section. In this series of vaginal deliveries, active treatment for the con- 
trol of haemorrhage during or after the third stage was required for 44 
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cases (27 per cent of the 162 patients): the placenta was manually re- 
moved in 12; lacerations were repaired in 17; and the uterus was packed 
in 19 cases. 

The child was delivered by Caesarean section in 27 per cent of cases in 
the first five years of this survey, and in 45 per cent in the second five 
years. The lower segment operation was employed with increasing fre- 
quency during the second five years; this method was then used in 52 
per cent of all cases of Caesarean section, compared with 31 per cent of 
cases of Caesarean section during the first five years. The authors advise 
this approach as it furnishes a rapid direct access to the field of bleeding, 
is associated with less risk in potentially infected cases, and there is less 
likelihood of rupture of the uterus in subsequent pregnancies. In their 
experience, post-partum haemorrhage is not likely to occur after Caesarean 
section if a tight gauze pack is inserted into the uterus through the uterine 
incision and kept in place for 8 hours. The maternal death-rate was 2 
per cent and the foetal death-rate was 5.1 per cent in all cases delivered 
by Caesarean section; the two mothers died of infection. The causes of 
the 20 maternal deaths of the whole series were divided into haemorrhage 
in 9 cases; rupture of the lower uterine segment in 6 cases, infection in 
4 cases, and pneumonia in one case. 


A COMPARATIVE STUDY OF MALE AND FEMALE PELVES. 


During an investigation and classification of the pelves of 582 white 
primigravidae and 104 nulliparous student nurses, the authors found that 
the textbook conception of a normal pelvis, with a transverse diameter 
of the inlet 2 cm. longer than the antero-posterior, occurred in only 14.9 
per cent of their clinic women and 5.7 per cent of the student nurses. 
Because of this, they say that the prevailing concept of the normal female 
pelvis obviously needs revision. In this paper they also report their in- 
vestigation of the pelves of 69 white adult male students. They found 
that the pelvic bones in the males were heavier than those found in the 
females, and in general the whole of the male pelvis was more angular. 
The male pelvic inlet was usually more circular, but the posterior saggital 
diameter was slightly shorter than that of the female; this was due to a 
slight displacement posteriorly of the widest transverse diameter. The 
three main pelvic types, which have been described in the female, were 
also found to occur in the male and there was a tendency for the_ ischial 
spines to be more prominent in all these types. This caused a narrowing 
of the transverse diameter of the mid-pelvic plane. 


AN ATTEMPT TO CONTROL FOETAL WEIGHT. 


Many prospective mothers undergo rigorous dieting during pregnancy 
in the belief that they can control the weight at term of their future baby. 
The relation of the maternal and foetal weight curves often fail to coin- 
cide, as there are factors which cause elevation of the maternal’ weight 
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without affecting that of the foetus. Maternal weight can usually be 
controlled by dietary restrictions, but these restrictions have no effect 
upon foetal weight. As maternal dietary excesses do not cause foetal 
obesity, a disturbance of thyroid metabolism is probably the main cause of 
a very large baby. If the maternal thyroid is not secreting enough 
thyroxin, the foetal thyroid reacts by undergoing extreme hyperplasia in 
order to replace the deficiency, and so may itself fail to supply its own 
needs. The author administered thyroid extract orally to 116 women 
during four or more months of their pregnancy. Each patient received 
between 3 and 6 gr. daily, and was told to eat a normal well-balanced 
diet. Since none of these patients developed any signs of hyperthyroidism, 
as normal non-pregnant women would have done, the author maintains 
that it was proof that there is a thyroid deficiency during pregnancy. The 
average maternal weight gained during the entire pregnancy in this series 
was 18.2 pounds. The average foetal weight at birth was 6.8 pounds. 
There was no foetal mortality or prematurity and no maternal mortality. 
Also there was no case of eclampsia or pre-eclampsia in the series; this is 
of interest as it has been suggested recently that thyroid deficiency might 
play some part in the aetiology of the toxaemias of pregnancy. 
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